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Harmer, W. D.: The Treatment of Malignant 
Disease in the Upper Jaw. Lancet, 1935, 228: 129. 
Cancer of the upper jaw is easier to cure than 
cancer in any other part of the upper air passages 
except the larynx. Its treatment has been greatly 
improved by the combination of surgery, diathermy, 
and irradiation. 

Both surgery and diathermy are indispensable 
because, to date, it has been impossible to deliver 
an adequate dose of irradiation to such deeply sit- 
uated growths by surface treatment alone. It has 
been found that complete removal of the upper jaw 
is inadvisable. The approach should never be made 
through the skin. As most of the growths are 
complicated by sepsis, the first essential is the estab- 
lishment of drainage. Free drainage can be obtained 
by opening below through the canine fossa or the 
palate. The soft tissues should be divided with an 
endotherm knife. The canine fossa should be opened 
first and if the antrum is found to be full of tumor 
tissue the hard palate should be removed. As a 
rule the soft palate should be preserved, even if it 
is thought to be invaded, because in this situation 
the disease can be treated successfully by surface ir- 
radiation or interstitial needling. If the soft palate 
can be left intact and ultimately becomes healthy, 
a very simple denture will repair all of the deform- 
ity and render the patient comfortable. 

Transpalatal exposure is a simple operation which 
can be performed rapidly with very little loss of 
blood and hardly any shock. Intratracheal anzws- 
thesia should be employed and the pharynx plugged 
securely with gauze to prevent blood and pus from 
passing down into the lungs. After four or five days 
the outlying malignant cells, which are always pres- 
ent in the bony structure surrounding the cavity 
and can rarely bé destroyed even by heat, should be 
treated by irradiation. The author prefers radium 
to the X-rays rays, and surface irradiation to inter- 
stitial needling or the use of seeds. ‘The best results 
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are obtained by slow and prolonged treatments. 

The permanent opening allows the cavity to be 
inspected easily so that if at any time a remnant 
of disease or recurrence is found, it can be treated 
by diathermy or by further irradiation. There is 
no external deformity. Complications are rare and 
serious burns of the skin seldom result. In no case 
has spreading osteitis occurred. However, small 
sequestra and some sloughing are common. Occa- 
sionally, also, the sight of the eye may be destroyed 
or a post-irradiation cataract may develop later. 
As a rule no treatment of the glands of the neck is 
required. 

The described method or some modification of it 
can be carried out for squamous-cell carcinomata, 
endotheliomata, and low-grade sarcomata such as 
fibrosarcomata, myxosarcomata, and chondrosar- 
comata without great risk of causing dissemination. 
However, when the disease is very advanced and of 
a highly malignant type, disturbance of the growth 
should be avoided as much as possible. 

The highly cellular carcinomata and sarcomata 
must always be regarded as inoperable. Deep X-ray 
treatment or surface irradiation with radium alone 
or a combination of these procedures is probably the 
safest method of treatment in most cases. Occasion- 
ally, after preliminary irradiation, it may be wise to 
insert a large number of needles into the jaw through 
the palate or nose. If the needles are screened 
with 0.8 mm. of platinum they may be left in situ 
for from five to seven days, but the reaction must 
be watched daily. Josepn K. Narat, M.D. 


EYE 


Francois, J.: Catarrhal Diphtheritic Conjunc- 
tivitis. Brit. J. Ophth., 1935, 19: 1. 


The author’s conclusions regarding diphtheritic 
conjunctivitis are as follows: 

1. Besides the pseudo-membranous forms of 
diphtheritic conjunctivitis, there is a purely catar- 
rhal form. 
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2. The latter is often observed in newly born 
children and should be classed with the ophthalmias 
of the newborn. 

3. It shows no pathognomonic sign and has the 
aspect of nearly all types of mucopurulent conjunc- 
tivitis. 

4. Because of its clinical aspect, it seems to be 
the most benign of all types of diphtheritic con- 
junctivitis. However, it may be complicated by 
serious corneal lesions. 

5. It is refractory to ordinary treatment, but 
heals completely and rapidly under anti-diphtheritic 
serotherapy. Leste L. McCoy, M.D. 


Bielschowsky, A.: Lectures on Motor Anomalies 
of the Eyes: II. Paralysis of Individual Eye 
Muscles. Arch. Ophth., 1935, 13: 33- 


Paresis of a single muscle in a case of orthophoria 
results in deviation in the primary position which 
varies with the intensity of the paresis and the func- 
tion of the paretic muscle. In a case of heterophoria 
the deviation is modified by the anomalous position 
of rest. Loss of tonus of the paretic muscle alone 
allows restoration of orthophoria when the muscle 
re-acquires its normal tone, but if a spastic devia- 
tion due to contracture of the antagonist of the 
paretic muscle occurs, a part of the deviation will 
remain if the paresis is cured. In cases of typical 
paresis of a single muscle the angle of deviation 
usually increases or decreases according to whether 
the movement of the eye is in the direction of the 
action of the paretic muscle or in the direction of 
the action of its antagonist. 

A moderate innervation is sufficient to bring the 
eye to the limits of normal motion, which the check 
ligaments do not allow to be exceeded. Therefore, 
by means of an excessive innervation, even a paretic 
muscle can bring the eye to the normal limit. Hence 
the uni-ocular field of fixation is of less value for 
the diagnosis of slight paresis than the binocular 
field of fixation or the field of binocular single vision, 
the limits of which are nearly identical. A consid- 
erable limitation of the binocular field of fixation 
results since, because of Hering’s law that the in- 
nervation of both eyes is invariably equal, a motor 
impulse must produce a different effect on each eye 
if one of the muscles executing the bilateral move- 
ments is paretic. 


PATHOLOGICAL CONDITIONS OF THE 
ABDUCENS NERVE 


In many cases of palsy an anomalous position of 
the head is a characteristic sign. In most cases the 
turning of the head is toward the direction of action 
of the paretic muscle. This rule is modified by the 
development of spastic contraction of the antagonist 
muscle, is not invariably correct for the external 
and internal rectus muscle, and is less likely to apply 


to paresis of the elevators and depressors. It is 
valid only if both elevators or both depressors of 
one or both eyes are paralyzed, in which case the 
head is fixed or thrown back. 
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In cases of trochlear nerve palsy the position of 
the head is seldom in accord with this rule. The 
head is usually tilted toward the shoulder of the 
sound side and at the same time turned around on 
the vertical axis so that the paretic eye is rotated 
outward. In cases of paresis of the superior rectus 
alone, the face is often turned only to the side o{ 
the paretic muscle because the effect of adduction 
of the paretic eye is to diminish deviation due t 
paresis of the superior rectus, replacing its actio1 
by increasing the influence of the obliques. The ruk 
must therefore be modified as follows: The patient 
chooses the least inconvenient position of the head 
by which the paretic muscle is sufficiently dis 
burdened so that binocular single vision can be ob 
tained. The sound eye is frequently mistaken for 
the paretic eye because of the patient’s use of thi 
paretic eye for fixation. The paretic eye may have 
better vision than the other eye or may have been 
dominant since childhood, or diplopia may be mor 
troublesome in the primary position because thi 
images are closer together in primary deviation. 

False orientation when fixing with the pareti: 
eye coincides with the amount of secondary devia 
tion in cases of recent palsy, but if the patient 
fixes with the paretic eye the absolute localizatio) 
will adapt itself to the changed relations betwee) 
innervation and its effect and the false orientation 
becomes rectified. The paretic localization thus cor 
rected is supplanted by spastic localization in fixing 
with the non-paretic eye. The extent of the pareti: 
deviation varies individually within wide limit 
without being proportionate to the degree of palsy. 
On the other hand, numerous patients with slight 
paresis display a marked degree of primary devia 
tion from the beginning of the illness. These re 
markable differences seem to be due partly to the 
individual differences in general muscle tonus, the 
tendon reflexes being weak in cases showing low 
paretic deviation and increased in those with high 
deviation. The region and the kind of lesion pro 
ducing the paresis may also influence the deviation 

Among the characteristic signs of the palsies are 
the difference between the primary and secondary 
deviation, and the increase and decrease of devia 
tion according to whether the gaze is directed to the 
field of action of the paralyzed muscle or to the op 
posite side. With the return of normal function 0! 
a paretic muscle the deviation may remain because 
of contracture of the opposing muscle. If the con 
tracture disappears, binocular single vision can be 
restored in the whole field of fixation. If the con 
tracture becomes permanent, a concomitant devia 
tion remains, giving an erroneous impression of th« 
cause of the disorder. In the majority of cases 0! 
abducens nerve palsy there is the usual homonymou: 
diplopia. In some cases the homonymous double 
images are not on the same level and are slight! 
inclined toward one another because of a com 
plicating concomitant hyperphoria or paresis of on: 
of the vertical motors or an anomalous position 0! 
the external rectus. 
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PARALYSIS OF THE TROCHLEAR NERVE 

By far the most important type of paralysis of a 
single vertical motor is paralysis of the trochlear 
nerve. The first striking sign in many cases is 
habitual torticollis, the ocular origin of which is 
frequently overlooked. In many cases of the con 
dition in children orthopedic treatment has been 
given or the sternocleidomastoid muscle has been 
severed because of an erroneous diagnosis. Paresis 
of the superior or inferior oblique is probably the 
cause of the habitual tilting of the head if binocular 
single vision can be obtained only by this posture. 
In some cases the head is turned toward the sound 
side so that the visual line of the paretic eye, being 
abducted, is not acted on by the oblique muscles. 
Depression of the head is rare. The theories of the 
production of these positions of the head are dis- 
cussed, 

A simple apparatus based on the principle of 
Helmholtz’s ‘‘Visierzeichen”’ is used for determining 
the influence of various positions of the head on the 
visual images. It consists of a horizontal black strip 
on white cardboard fixed to a rod 30 in. long which 
is rotated with the head by means of a metal plate 
at the other end held between the teeth. A person 
with left trochlear nerve palsy sees two images of 
the line, the left image below the right and slanting 
to converge with the right image at the side of the 
paresis. ‘Tilting the head toward the paretic side 
increases the distance and the obliquity, while tilt- 
ing it toward the sound side causes the images to 
approach or fuse. 

The vertical component is the most important in 
diagnosis, the deviation increasing when the patient 
looks down as well as when he looks toward the 
sound side. The minimum of vertical deviation or 
even of binocular single vision is found when the 
patient looks up and to the paretic side. In many 
textbooks inordinate importance is attached to the 
lateral deviation component in palsy of the trochlear 
nerve. However, when a patient with exophoria 
acquires a trochlear nerve palsy the exophoria trans- 
forms the smaller lateral paretic component from 
an inward to an outward deviation. In at least 
25 per cent of typical cases of trochlear nerve palsy, 
no lateral deviation or even a divergence is found. 

In palsy of the trochlear nerve there is a torsion 
outward (disclination), whereas in palsy of the in- 
ferior rectus muscle there is a torsion inward (con- 
clination). When there is homonymous or crossed 
diplopia, the use of the horizontal test object pre- 
vents a mistake in diagnosis for in any case of troch- 
lear nerve palsy the paretic disclination makes the 
double images converge to the paretic side, whether 
there is homonymous or crossed diplopia besides 
vertical diplopia. However, as in cases of abducens 
nerve palsy, trochlear nerve palsy also gradually 
loses its typical features by the development of a 
secondary contracture of the antagonist so that the 
vertical divergence increases in the direction of the 
sound side and decreases in the opposite direction 
without a change in the vertical distance of the two 
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images when the subject looks up or down. There- 
fore, from the kind of obliquity, it is possible to 
conclude only that there is a paretic torsion; one 
cannot decide which eye the paretic muscle belongs 
to. The diagnosis of the origin of a paresis may be 
made by the use of the apparatus described for the 
head-tilting test. 

The author cites also a peculiar anomaly which is 
similar to the atypical vertical divergence just de- 
scribed because it produces the impression of ex- 
cessive functioning of one or both of the inferior 
oblique muscles. The conditions are apparently the 
same as in long-standing permanent trochlear nerve 
palsy, in which a contraction of the inferior oblique 
develops during the improvement of the paretic 
superior oblique. The anomaly is usually of con- 
genital origin, but in some cases has developed after 
Killian’s radical operation on the frontal sinus. In 
the congenital type there is no disclination of the 
vertical meridian of the eye such as is found in 
every case of the acquired disturbance, whether a 
primary anomaly or a secondary contraction of the 
inferior oblique following trochlear nerve palsy. 


PARALYSIS OF THE OCULOMOTOR NERVE 


Paralysis of individual muscles controlled by the 
third nerve is rare compared with paralysis of the 
abducens and trochlear nerves. ‘The diagnosis is 
based on the principles already discussed. The in- 
ternal rectus muscle is the only ocular muscle pos- 
sessing two functions at the command of the will. 
One of them obeys the impulse to parallel movement 
of the eyes, whereas the other is governed by the 
convergence impulse. A loss of both functions with- 
out paresis of the third nerve is extremely rare and 
points to a lesion of the nucleus or the roots of the 
nerves supplying the internal rectus muscle, neither 
of which can easily be damaged without involving 
either ganglion cells or other roots of the third nerve. 
Loss of convergence alone is frequent. Loss of ad 
duction in looking sideways while convergence is 
intact is less common. In the majority of cases 
there is loss of conjugate movement. Loss of ad 
duction only in conjugate parallel movements with 
normal or nearly normal adduction in convergence 
can be caused only by a lesion of the posterior longi 
tudinal bundle between the sixth and third nucleus 
(ophthalmoplegia nuclearis anterior). 

Besides the internal recti, there is only one pair 
of muscles in which unilateral paralysis positively 
attributable to a supranuclear lesion can develop. 
One-sided elevator paralysis with integrity of the 
elevator muscles in Bell’s phenomenon must be due 
to a lesion close to the nuclei below the point where 
the pathway descending from the cortical center for 
elevation of the eyes bifurcates into the branches 
which go to the third nuclei. This condition has 
been observed by the author only three times. 

The symptoms of typical oculomotor paralysis 
are not discussed. Many patients with total paraly- 
sis of the third nerve are able to overcome extreme 
deviations by means of a strong convergence im 
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pulse. If the paralyzed eye is constantly fixing be- 
cause of ametropia or ambylopia of the other eye, 
the secondary deviation may be extreme. Ex- 
ophthalmos due to relaxation of the rectus muscles 
in oculomotor palsy may be associated with a strik- 
ing retraction movement connected with the ab 
duction of the paralyzed eye. 

A rare phenomenon called by Koerber ‘‘nystagmus 
retractorius’” has been observed only in cases of 
grave injury of the nuclear region between the third 
and fourth ventricles. Besides paresis of a few or 
many muscles of both eyes, the most striking sign 
is retraction of one or both eyes following every 
impulse sent to the eye muscles. 

Another peculiar symptom, the pseudo-Graefe 
phenomenon, develops in patients partially recover- 
ing from oculomotor paralysis. This consists of re- 
traction of one upper lid and narrowing of the dilated 
pupil following an impulse to look in a certain direc- 
tion. The explanation given is that during the heal- 
ing process following interruption of the third nerve 
some of the nerve fibers from the central part of 
the trunk arrive at muscles to which they do not 
belong. As the nerve fibers apparently prefer cer- 
tain routes for growing into the wrong sheaths, the 
impulse to look down and in usually produces the 
strongest contraction of the upper lid levator. 

Cyclic oculomotor nerve paralysis (Axenfeld) is 
a phenomenon in which there is automatic alterna- 
tion of spastic and paralytic conditions of the paretic 
eye. There are rudimentary forms which may be 
easily overlooked. Some of the latter have been 
reported as third nerve paralysis showing a peculiar 
pupil phenomenon. In about 50 per cent of cases 
the phenomenon is not congenital but acquired in 
early childhood. In all of the cases reported, only 
the pupil of the paralyzed eye showed the cyclic 
type of paralysis. The author believes that the 
lesion is localized in the region of the third nucleus. 

Epwarp S. Piatt, M.D. 


Chavira, R. A.: Technique of the Cataract Opera- 
tion (Técnica de la operacién de la catarata). 
Rev. mexicana de cirug., ginec. y cadncer, 1934, 2: 634. 

Following a brief review of the evolution of oper- 
ative procedures for cataract, Chavira discusses the 
indications for, and the usual investigations and 
treatment preceding the uncomplicated combined 
extraction of the senile form of cataract and describes 
the technique of that operation in detail. He em- 
phasizes particularly the importance of subcutaneous 
anesthesia induced with novocain by Van Lint’s 
method and deep anesthesia of the eyeball induced 
by the retro-ocular injection of novocain. 

M. E. Morse, M.D. 


Stallard, H. B.: Two Cases of Retinal Detachment 
Presenting Certain Unusual Features After 
Operation by Surface Diathermy. Brit. J. 
Ophth., 1935, 19: 31. 


Stallard reports two cases of retinal detachment 
treated by surface diathermy with apparent failure 


immediately after the operation but with ultimate 
restoration of the visual fields. Both were emme 
tropic. 

One of the cases was that of a boy thirteen vears 
old who had had poor vision in the eye since an 
injury four years previously. In this case there was 
complete detachment of the lower part of the retina 
involving the macula and associated with a large 
anterior dialysis. Postoperative management was 
very unsatisfactory because of poor cooperatioi 
and at the end of three weeks there was no x 
attachment. However, six weeks after the opera 
tion there was complete re-attachment and vision 
was 6/36. 

The other case was that of a woman forty-seve) 
years old who had had a detachment for two 
months. In this case surface diathermy was pe: 
formed with a single trephine opening and the r: 
lease of subretinal fluid, and the diathermy applica 
tions were repeated after fourteen days. The 
detachment still persisted several weeks later, but 
improvement occurred gradually. Three months 
later there was no sign of detachment and vision 
was 6/24. 

The author believes that in both cases the retinal 
tears were occluded; that the subretinal fluid, 
originating either as aqueous or as a transudate 
following the inflammatory reaction, was at firs! 
able to pass through, but as the sealing up process 
became more firm the fluid present was absorbe«| 
and no more could pass through, the detachment 
then becoming cured. 

Wititam A. Mann, Jr., M.D 


NOSE AND SINUSES 


Laszlo, A. F.: So-Called Mucoid Cysts of the Nose: 
A Report of Three Cases. Arch. Otolaryiy: 
1935, 21: 41. 


Laszlo states that in all cases of mucoid cyst of the 
nose reported previously the site of the cyst was the 
same as in his cases and, except when the cyst be 
came infected and broke down, the contents of the 
cyst were also clinically the same. 

As a rule microscopic examination showed colum 
nar ciliated epithelium, but in some cases the multi 
layered pavement epithelium formed the covering 
and in others transformation of the pavement 
epithelium to columnar or ciliated columnar epi 
thelium was observed. 

In some cases cholesterol was found in the cys|, 
but in the majority it was absent. Absence of 
cholesteroi in the contents of the cyst cannot serve 
as a basis for differential diagnosis as there are maii\ 
dentigerous cysts which do not contain cholesterol 

Laszlo agrees with Rohmer that the cysts are of 
embryological origin and develop either from the 
epithelial sheet of Hertwig or from misplaced enaniel 
anlagen mixed with misplaced anlagen of the sinus 
epithelium in the cranio-ethmoidal fissure, chie‘ly 
where the lateral process of the superior maxilla 
meets the nasal process. He believes they should be 
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classified as cysts of dental origin. Whether or not 
trauma or any other external factor such as infection 
or inflammation is the cause of their development 
has not yet been determined. 

James C. Braswe ti, M.D. 


MOUTH 


Pfahler, G. E.: The Treatment of Epithelioma of 
the Cheek. Radiology, 1935, 24: 99. 


The author briefly reviews the oral conditions 
associated with cancer of the cheek and discusses 
the problems of prophylaxis and the problem of 
bringing the patient to the doctor while the lesion 
is still in the early stages. In reporting in detail 
six of his cases in which a successful result was ob- 
tained, he emphasizes that each case must be treated 
according to its individual requirements. In the 
six cases he reports heavy irradiation was given. 
Deep X-ray therapy, the surface application of 
radium, and interstitial irradiation were all em- 
ployed. Surgery was used as an adjunct usually 
when deep bone involvement was present in the 
mandible. Louts T. Byars, M.D. 


Dorrance, G. M.: The ‘‘Push-Back Operation”’ in 
Cleft-Palate Surgery. Ann. Surg., 1935, 101: 445. 


The attainment of good speech in cases of cleft 
palate requires complete velopharyngeal closure. 
Such closure is obtained only by an operation per- 
mitting the velum to come into contact with the 
pharyngeal wall so that the “palotopharyngeal 
sphincter” shuts off the nasopharynx. The more 
efficient the closure the more satisfactory the speech. 
A considerable number of persons with cleft palate 
have a short palate, especially individuals with a 
cleft velum alone or in whom the cleft extends as far 
forward as the junction of the middle and anterior 
thirds of the hard palate. When no shortening of 
the velum exists, good operative and functional re- 
sults may be obtained by successful closure of the 
cleft palate without use of the push-back operation. 

The palatopharyngeal sphincter is a muscular 
ring formed by the pterygopharyngeal portion of the 
superior constrictor muscle which inserts in the pal- 
atal aponeurosis at the site of insertion of the levator 
palati muscles. When it contracts it shuts off the 
nasopharynx from the oropharynx. In cleft palate 
the anterior segment of the muscle forming the 
pharyngeal ring is split and the separated ends are 
far apart. The tensor palati muscle is shorter than 
normal, and its contracture increases the diameter 
of the nasopharynx. This lateral tension may be re 
leased by division of the hamular process which 
permits the anterior ends of the cleft pharyngeal ring 
to be approximated at the midline and thus restores 
the divided ‘‘palatopharyngeal sphincter.” 

All conservative surgical methods for repair of the 
palate are based on the principle of medial displace- 
ment of the palatal soft parts as described by von 
Langenback, but this fails to restore function in 
cases of short palate. Dorrance prefers a two-stage 
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procedure with an interval of at least three months 
between the stages. In the first stage he raises a 
mucoperiosteal flap as far back as the attachment of 
the palatal aponeurosis and then replaces it. In the 
second stage he raises the palatal flap again, frees 
the palatal aponeurosis and nasal mucous membrane 
from the posterior border of the hard palate, and 
divides the hamular processes to release the tension 
so that the two halves of the cleft palate will meet in 
the midline. He recommends use of the aluminum- 
bronze tension suture suggested by Veau. The an- 
terior edge of the displaced flap is fastened with a 
suture through the bone and further supported by a 
silver wire passed around the molars. 

In conclusion Dorrance again emphasizes that the 
‘“push-back” operation is not employed in all cases 
and advises against its use before the age of five 
years. Tuomas W. STEVENSON, Jr., M.D. 


Howarth, W.: Pre-Cancerous Epitheliomatosis 
(Bowen’s Disease) of the Palate and Fauces. 
J. Laryngol. & Otol., 1935, 50: 28 

In 1912 Bowen reported two cases of dermatosis 
with chronic atypical epithelial proliferation. The 
disease was a chronic condition characterized by 
single or multiple papulosquamous, eroded, or 
crusty hyperkeratotic tumor masses. The lesions 
occasionally metastasized to distant organs, but as 
a rule were benign. Subsequently several cases in 
which the lesions occurred on the vulva were 
reported. 

The described histological changes were: (1) 
dyskeratosis in a hyperkeratotic epithelium, (2) 
intracellular oedema resulting in a vacuole about the 
cell nucleus, (3) numerous mitoses, (4) clumping of 
large cells with giant nuclei and large nucleoli, (5) 
hyperkeratosis and parakeratosis, and (6) a general 
confused picture of the malpighian layer. 

The author reports three cases in which the lesions 
were similar in their clinical manifestations and 
histological appearance to the lesions previously 
described, but were located on the mucous membrane 
of the mouth. His article contains sketches of the 
gross lesions and photomicrographs. 

In the first case, that of a man fifty-six years old, 
there was involvement of the cheek, soft palate, 
lips, and floor of the mouth. Since 1920 the growth 
has been partially controlled by diathermic cauter 
ization. No evidence of malignancy has developed 
although the lesion has recurred. 

In the second case, that of a man fifty-five vears 
old, the lesion responded well to cauterization, but 
the treatment was given too recently for judgment 
of the permanency of the cure. 

In the third case, that of a man fifty-eight years 
old, the same treatment given recently has resulted 
in improvement. 

All of the histological sections were similar. The 
epithelium was greatly thickened, there being elonga- 
tion and broadening of the interpapillary processes. 
On the surface there was a layer of necrosed kera- 
tinized epithelium infiltrated with inflammatory 
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cells. Small groups of large stratum granulosum 
cells were present. In the cells of the stratum 
malpighii were eosinophilus hyaline bodies. Fre- 
quently one of these bodies filled a cell. The cells 
of the basal layers of the epithelium sometimes 
faded off into subepithelial connective tissue like 
early invading carcinoma. The subepithelial con- 
nective tissue was fibrotic and infiltrated with 
plasma cells and lymphocytes. 

The author suggests that the presence of inclusion 
bodies may indicate that the etiological factor is a 
filterable virus. Louts T. Byars, M.D. 


Ross, J. C.: Sarcoma of the Tongue. Brit. M. J 
1935, I: 54- 

The author brietly reviews the literature on sar- 
coma of the tongue, pointing out that no one man 
has ever seen a sufficient number of cases to write 
a report on the condition which is of much value. 

The literature indicates that sarcoma of the 
tongue is a disease of adult life and occurs more 
frequently in males than in females. 

The true sarcomata of the tongue are: (1) small 
round-cell sarcomata, (2) large round-cell sarcomata, 
(3) spindle-cell sarcomata, (4) mixed-cell sarcomata, 
and (5) lymphosarcomata. 

The early symptoms are due merely to swelling 
of the tongue. The later symptoms are those of 
advanced carcinoma of the mouth. 

The most frequent locations of sarcoma are the 
middle and posterior thirds of the tongue. The 
swelling is firm and elastic. Ulceration occurs only 
where a large tumor is in contact with sharp teeth. 
Metastasis to the cervical nodes occurs in 40 per 
cent of the cases. 

The lesion differs from carcinoma in that it ap- 
pears earlier in life, it is rarely associated with pain, 
it is firm and elastic whereas carcinoma is hard, 
craggy, and friable, it arises as an intraglossal mass, 
and carcinoma is usually ulcerated early. 

The author’s treatment is surgical removal of all 
or half the tongue followed by block dissection of 
the cervical glands. 

Ross concludes that the prognosis is not so un- 
favorable as might be anticipated. 

Louts T. Byars, M.D. 


” 


PHARYNX 


Sheplar, A. E., Spence, M. J., and MacNeal, W. J.: 
Therapeutic Use of the Concentrated Strepto- 
coccus Serum of the New York State Depart- 
ment of Health in Patients with Infections of 
the Ear, Nose, and Throat. Arch. Surg., 1935, 30: 
q. 


The authors state that eight patients suffering 
from severe infection with hemolytic streptococci 
in the field of otorhinolaryngology—six of them with 
positive blood cultures—were treated with the con- 
centrated streptococcus serum of the New York 
State Department of Health, with two deaths and 
six recoveries. 


The early use of this serum is indicated in strepto- 
coccic infections of the upper respiratory tract and 
the middle ear to forestall the all too-common 
serious sequelz of these maladies. 

Postoperative infections in the upper respirator: 
tract may also be favorably influenced by the serun 

James C. BRASWELL, M.D 


NECK 


Oliver, R. L.: Malignant Epithelial Tumors of the 
Neck. Carcinoma of Branchiogenic Origin 
Am. J. Caicer, 1935, 23: 10. 


Since the gill system is a forerunner of the develo; 
ment of the thymus and thyroid and is responsilb)|: 
for vestigial elements through defective closure . 
incomplete obliteration of the precervical sinus, 
seems wise to designate deep infiltrating epitheli:| 
tumors of the neck as being of branchiogenic origi 
The persistence of any portion of the external . 
internal clefts of the branchial apparatus which 
normally disappears will give rise to epithelia! 
remnants which may develop as cysts or dec), 
malignant epidermoid tumors of the neck. 

The author presents a study of eighty carcinoma. 
arising in the deep tissues of the neck without rel 
tion to the epidermis or glandular organs. 

These tumors occurred nine times more frequent! 
in males than in females and were most common j 
the sixth decade of life. The average duration of the 
symptoms was between six and seven months. ‘The 
usual sign of onset was the appearance of a tumor 
in the neck without relationship to clinical findings 
in the throat or in other organs in the cervical region 
Among other clinical manifestations were stiffness 
of the neck, headache, hoarseness, pain, and gener! 
cervical node enlargement. In about ro per cent o/ 
the cases the onset of the clinical history followe: 
trauma. The position of the tumor was usually in 
the upper anterior cervical triangle, behind and 
below the angle of the jaw. 

Radical surgery is required for these rapidly grow 
ing and infiltrating tumors. The usual operation 
advocated involves block dissection of the glands o! 
the neck with resection of the larger vessels of tli 
neck, including, in some instances, the internal ani 
common carotid artery. 

Pathologically, the tumors in the reported cases 
were grossly either solid or cystic. Under the 
microscope they could be divided into squamous 
cell, cuboidal-cell, and basal-celled forms. Thi 
cuboidal-cell and basal-cell forms were subdivide! 
into two groups: diffuse and alveolar. 

In the differential diagnosis it was necessary ‘0 
rule out cervical lymphadenitis, benign branchia! 
cleft cysts, malignant lymphomata, and metastases 
from carcinoma of the nasal sinuses or structures 
of the throat. 

These tumors constitute a single pathologic: 
entity grading from the less differentiated basal-cc!! 
form through the cuboidal-cell form to the mv:t 
highly differentiated squamous-cell form. Surgery 
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is slightly more favorable in the last two forms than 
in the first form. Irradiation is probably advisable 
in conjunction with surgery in all forms, but par- 
ticularly in the basal-cell form. In advanced and 
inoperable cases palliative irradiation may be help- 
ful. Josepn K. Narat, M.D. 


Starr, P., and Patton, H.: Observations of Remis- 
sions in Hyperthyroidism Induced by Preg- 
nancy-Urine Extract. Ann. Int. Med., 1935, 
8: 825. 

Thirteen cases of hyperthyroidism have been 
treated with extract of pregnancy urine and theelin. 
[he usual course of the treatment lasted for from 
four to five months; the shortest was two weeks and 
the longest seven months. Remission of the hyper- 
thyroidism occurred in seven of the cases. The six 
cases in which the treatment failed were those of a 
boy; a woman two years past the menopause; a 
woman with hypertension and nodular goiter of 
twenty-three years’ duration, who was at the meno- 
pause; a woman in whom a remission had been 
induced but an infection of the upper respiratory 
tract developed; a woman of thirty-four years who 
had had two pelvic operations for infection and 
adhesions, in one of which the right ovary was 
removed; and a Negro woman with excessive, atyp- 
ical myasthenic hyperthyroidism. As the women in 
whom the treatment was successful were definitely 
below the menopause and had no history of ovarian 
disease, it appears that the induction of a remission 
by extract of pregnancy urine is dependent on 
normal ovarian function. 

At the present time it is impossible to present 
physiological proof that the remission in these cases 
may be attributed to the extract of pregnancy urine 
and theelin as the mechanism of such an action 
is unknown. Nevertheless, remissions occurred— 
abruptly in the healthiest adolescent girl and more 
gradually in the women. In two cases the return 
of menstruation, which had ceased during the treat- 
ment with extract of pregnancy urine, was coincident 
with remission as evidenced by a gain in the weight, 
which previously had been stationary, and reduction 
of the metabolic rate to, or nearly to, normal. 


Kernan, J. D., and Schugt, H. P.: Abscess of the 
Larynx and Its Treatment. Ann. Otol., Rhinol. 
& Laryngol., 1934, 43: 1009. 


Abscess of the larynx has been called ‘‘cedema 
laryngis,” ‘‘oedema glottidis,” ‘laryngitis sub- 
mucosa,” “laryngitis oedematosa,” “laryngitis phleg- 
monosa,” ‘angina laryngea infiltrata,” “laryngitis 
seropurulenta,” “angina laryngea ocdematosa,” and 
“abscessus laryngis.”’ All of these terms refer to a 
condition which develops from a so-called laryn- 
gitis submucosa and may progress to any of the 
following stages of development: (1) cedema of the 
larynx, (2) perichondritis of the larynx, (3) abscess 
of the larynx, and (4) phlegmon of the larynx. 

The traumatic form of laryngeal abscess is the 
only one that has its origin in the larynx itself. All 
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other abscesses of the larynx must be considered 
secondary to infections of a general nature or occur- 
ring in the vicinity of the larynx. Formerly, typhoid 
fever was the most common infection. More re- 
cently the majority of the abscesses reported have 
followed grippe or have occurred in association with 
an acute tonsillitis and pharyngitis. Infections 
localized primarily in the throat may reach the 
larynx by superficial spread or involve it by way of 
the blood stream. 

The symptoms of laryngeal abscess are pain, which 
may be spontaneous or noted only on pressure or 
swallowing; hoarseness, which may vary consider 
ably in intensity; and dyspnoea due to cedema about 
the site of infection. 

In the adult, there may be osteomyelitis of the 
ossified cartilages when the disease has persisted 
for some time. This may be associated with chronic 
swelling, a discharging sinus, and sequestra forma- 
tion. 

In infections of the thyroid cartilage the outer 
wall and the floor of the pyriform fossa bulge up- 
ward. This bulging has been regarded as pathog- 
nomonic of an exudative process in the thyroid 
cartilage. If only the floor of the pyriform fossa 
bulges upward the disease process may be in the 
vicinity of the thyroid cartilage as well as near the 
cricoid cartilage. 

Marked swelling of the ventricular bands indicates 
involvement of the thyroid cartilage, whereas swell- 
ing of the posterior wall of the larynx beneath the 
laryngeal aperture is more indicative of involvement 
of the cricoid cartilage. 

The cricoid cartilage is least often affected in 
abscess formation and perichondritis, but the cases 
with involvement of this cartilage have the most 
serious complications and are the most difficult to 
treat. In the characteristic picture of cricoid 
cartilage involvement there is a marked swelling 
of the lamina cricoidea, particularly of its pharyn 
geal surface, which bulges in a tumor-like swelling, 
pushing the entire larynx forward and_ thereby 
blocking the pharynx. Difficulty in swallowing is 
more marked than in any other form of inflammatory 
disease of the laryngeal cartilages. In addition, 
swelling and fixation of the arytenoids usually occur 
if the infection involves the entire lamina cricoidea. 
If the infection is limited to one side of the lamina 
cricoidea, the opposite arytenoid is more or less 
freely movable. This is the case fairly often because 
the lamina consists of two lateral bony nuclei 
separated by a cartilaginous central portion. 

With regard to the treatment of perichondritis or 
abscess of the larynx there is considerable difference 
of opinion. Some laryngologists advocate conserv- 
ative treatment while others advocate the most 
radical surgical procedures. Since in most of the 
cases seen formerly the condition was a complica- 
tion of typhoid, and since in this infection several 
of the laryngeal cartilages were usually affected at 
the same time, it is understandable that a radical 
procedure was advocated because of the frequency 
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of attacks of choking and strangulation. The 
prognosis was decidedly better when operation was 
performed. However, in cases of perichondritis 
following grippe or an infection of the neighboring 
tissues the incidence of a mild type of the condition 
in which recovery results without operation is 
greater than the incidence of severe types. The 
reason for this is that infections limited to the 
arytenoids occur more often in the latter group 
than in the cases due to typhoid. If necrosis of the 
cricoid occurs, the danger is just as great in cases of 
non-typhoid origin as in those following typhoid. 
The authors believe that if dyspnoea is present 
tracheotomy should be done early. In unilateral 
perichondritis limited to the arytenoid it is safe to 
wait, but bilateral involvement very often causes 
suffocation and tracheotomy is necessary to relieve 
it. Following tracheotomy, the swelling of the 
cartilage usually recedes. If it does not recede in 
about a week, the presence of osteomyelitis of the 
arytenoid is to be assumed and treatment for this 
condition should be given through a laryngotomy 
(laryngofissure). It is not necessary to remove the 
entire arytenoid, but the medial surface should be 
curetted out into the marrow cavity with a very 
sharp curette. If the entire arytenoid or its greater 
part is sequestrating, removal of all or most of the 
arytenoid is necessary. This can be done without 
danger of causing a functional disturbance, pro- 
vided the lateral portion with its muscular attach- 
ments is left intact. In cases of widespread infection 
and destruction of the thyroid cartilage with the 
cricoid, extensive exposure of the larynx by laryngot- 
omy and cricotomy is indicated. If an infection of 


the thyroid cartilage alone is present the cartilage 
should be exposed through an external incision, the 


diseased parts removed, and the abscess thus 
drained. This procedure is very simple if fluctua- 
tion is already present over the outer surface of the 
thyroid cartilage. An opening into the cavity of the 
larynx should not be made unless it is urgently 
indicated. Chronic submucous abscesses of the 
thyroid cartilage occasionally cause few signs. The 
diagnosis may sometimes be made from the appear- 
ance of the pyriform fossa. 

As a rule osteomyelitis is present in infection of 
the cricoid. Therefore a search should be made for 
the infective area in the region of the ossified parts. 
If the entire cartilage is destroyed by the infection, 
the larynx usually collapses and marked stenosis 
follows. Sometimes, however, retention of portions 
of the cricoid will prevent such collapse. An effort 
should be made to save as much of the cartilage as 
possible. 

Cartilage which is in part still firmly adherent 
to its surroundings should not be considered necrotic 
and should therefore not be removed. Even carti- 
lage that has been damaged can heal back into place. 
This is true of the various laryngeal cartilages. 
Accordingly, the surgeon should not be too radical 
in treating the cricoid as its preservation is neces- 
sary to maintain the function of the larynx. Affected 
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parts of the thyroid, especially the cartilaginous 
portions that have become separated from their 
perichondrium, can be removed without hesitation. 
Almost the entire thyroid cartilage can be removed 
without impairing subsequent function. However, it 
is not advisable to free the perichondrium from the 
cartilage by means of an elevator without good 
reason as cartilage which is firmly adherent is 
most always healthy. 

Zarfl’s microscopic studies made in the case of a 
child ten years old showed that defects in cartilage 
caused by infections may become rapidly covere: 
with connective tissue growing from the peri 
chondrium, and that this tissue contains cartilag: 
formed by the perichondrium in a relatively short 
time. The perichondrium is able to form both 
cartilage and bone. However, regenerations 0} 
destroyed cartilage are only slight. The formatior 
of bone takes place chiefly in the granulation tissue, 
in which islands of osteoblasts are found. The 
regeneration occurs chiefly near the osteomyeliti: 
foci and takes place in the bones as well as the 
periosteum. MANUEL E. LICHTENSTEIN, M.D. 


Martin, H. E., and McNattin, R. F.: The Treat- 
ment of Cancer of the Pharynx, Tonsil, and 
Extrinsic Larynx by Divided Doses of External 
Radiation. Am. J. Roentgenol., 1934, 32: 717. 


Pharyngeal tumors in general, despite thei: 
histological character, are more often radiosensitive 
than tumors of the adjacent oral cavity, intrinsic 
larynx, or oesophagus. Lesions of the cheek (bucca! 
mucosa), alveolar ridges, anterior portion of the 
tongue, and hard palate tend to be more adult in 
character and less radiosensitive. Except in cases 
of tumor of the tonsil and intrinsic larynx, even in 
terstitial irradiation is difficult and unsatisfactory. 
Although tonsillar growths are surgically accessible, 
the results of their treatment by operation are poor 
In early cancer of the intrinsic larynx surgical re 
moval by hemilaryngectomy or total laryngectom) 
has yielded excellent results although these opera 
tions always cause partial or total loss of laryngeal 
function. Whether the divided-dose method of ex 
ternal irradiation is justified in operable cancer of the 
intrinsic larynx is as yet unproved. Infection of the 
tumor does not contra-indicate treatment by the fra: 
tional method. Central necrosis of the tumor mass 
or a pyogenic abscess within the growth before this 
treatment is begun is a disadvantage from th: 
standpoint of prognosis, but in many cases no othe: 
method of treatment is possible. The authors out 
line a definite general form of roentgen treatment 
with divided doses in which all factors are fixe: 
except the size of the skin portal and the amount of 
the daily dose. The technique is as follows: 

1. Roentgen rays at 200 kv. (peak); a distance of 
from 50 to 60 cm.; filtration with 0.5 mm. Cu and 
2.5 mm. Al; and a current of (a) 4 ma. or (b) 30 ma. 

2. Roentgen rays at 700 kv.; a distance of 60 cm ; 
filtration with 5.0 mm. Cu (equivalent); and a cu: 
rent of from 5 to 6 ma. 
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3. Radium-element pack with filtration by 2.0 
mm. Pb (equivalent); a distance of from to to 15 
cm.; and an applicator portal 1o cm. in diameter. 

lhe radium-element pack contains 4 gm. of radi- 
um. As yet, it is impossible to express its output in 
reentgens as the measurement of gamma rays in 
roentgens has not been settled to the satisfaction of 
all radiologists. 

[he authors state that in 1931 they began using 
open portals from 80 to 150 sq. cm. in area. The 
skin portal must obviously include the primary 
lesion and all cervical metastases within the range 
of the primary beam. One of the advantages of a 
large skin portal is the assurance that all foci of the 
disease are included. However, there is a definite 
relationship between the size of the portal and the 
general tolerance with equal doses expressed in 
roentgens. This being true, it seems illogical to use 
portals from ro to 12 cm. in diameter in treating 
a localized lesion alone or with a superimposed 
metastasis 2 or 3 cm. in diameter. While larger 
portals undoubtedly deliver a greater tissue dose at 
a depth, the limits of tolerance are approached too 
closely in the use of such portals. The authors 
therefore employ smaller portals more carefully 
centered over the lesion itself. 

If the beam of irradiation is limited by a metal 
cone attached directly to the tube holder, it may 
be accurately centered and directed over the desired 
tissue volume. Such a cone is of practical value for 
several reasons. As it is placed in contact with the 
skin, exact localization of the skin portal is more 
readily accomplished from day to day, especially if 
the skin ismarked with a dye such as gentian violet. 
The patient is much less apt to move as the cone 
placed against the skin surface area of a circular 
portal is greater than a square portal. The authors 
recommend that circular rather than square or 
oblong skin portals be employed whenever possible. 

In most of their pharyngeal and laryngeal cases 
they have used only 2 portals —1 on each side of the 
neck. In some cases of palatal, tonsillar, or upper 
pharyngeal wall carcinoma they have found it of 
advantage to irradiate through the open mouth 
with the use of a mouth cone. In lesions of the 
posterior nasopharynx they employ 4 portals if 
there are metastases to the neck. In irradiating 
cancer of the anterior floor of the mouth, 3 portals 
may be used —1 on each cheek and 1 in the sub- 
mental region, the irradiation being directed so as to 
crossfire the primary lesion. The maxillary antrum 
is usually irradiated through 1 portal although in 
some cases it is of advantage to use 2 contiguous 
square or oblong portals on the same cheek. The 
treatment period and the total dose are increased if 
this is indicated by the clinical course and local and 
general tolerance. Using portals from 7 to 10 cm. in 
diameter (from 40 to 80 sq. cm.) the authors begin 
with a treatment of from 350 to 400 r (measured in 
air) daily to alternate sides of the neck so that at 
the end of 20 treatments the patient has received 
from 3,500 to 4,000 r to each side. In the use of the 
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700-kv. machine with a filter of 5 mm. Cu (equiva- 
lent), from 400 to 450 r are given daily, a total of 
from 4,000 to 4,500 r being administered. With the 
element pack, the authors give about 10,000 mgm.- 
hr. daily (cone 10 cm. in diameter) for a total of 
100,000 mgm.-hr. in three weeks. They see no ad- 
vantage in interrupting the treatment to allow the 
patient several days of rest before completing the 
original plan, as is recommended for some cases by 
Coutard. 

With the doses mentioned there begins, in from 
six to ten days, a mucositis of the pharynx, most 
commonly first in the soft palate, the arytenoids, 
or the aryepiglottic folds. This increases steadily 
throughout the treatment and usually goes on to 
the development of a false membrane of diphtheritic 
appearance which may cover the mucosa of the 
entire pharynx. The lesion reaches its maximum 
from twenty to thirty days after the beginning of 
treatment and usually disappears in about ten days. 
It is followed by a decrease in the congestion and 
oedema. The oedema may persist for several weeks 
or months, depending largely on the total dose given. 
In cases of lympho-epithelioma or transitional-cell 
carcinoma regression of the tumor may begin as 
early as the fourth or fifth day, but is usually not 
apparent until after the first week. The skin reac- 
tion appears later than the mucosal reaction. A 
definite erythema of the skin is usually apparent 
after from seven to ten days, but as a rule the skin 
reaction does not reach its maximum until about 
twenty days after the beginning of treatment. In 
most cases it consists of destruction of the entire 
epidermis leaving a raw weeping surface which 
bleeds on slight trauma. 

With the use of large fields and heavy doses, the 
limit of the patient’s general tolerance is reached 
before the limit of the local tolerance and there is 
produced a chronic irradiation sickness which is not 
due to dyspnoea, lack of nutrition, or changes in 
the skin or mucous membrane. The patient becomes 
listless, weak, and toxic, loses weight, and develops 
cachexia. This condition is probably due to the 
volume of tissue irradiated rather than the local 
intensity of the effect or may be the result of partial 
derangement of the function of the various glandular, 
vascular, and nervous structures of the neck. It 
can be prevented by avoiding the use of large skin 
portals except when they are required by wide 
distribution of the disease. The authors have found 
no changes in the blood picture that could be at 
tributed directly to the irradiation. 

Loss of weight during and following treatment is 
due to lack of sufficient alimentation. Even at the 
height of the reaction, most patients do not com 
plain of local pain while the tongue and pharynx are 
at rest. Any motion of the tongue and pharynx, as 
in the act of swallowing, is quite painful, but the 
local symptoms seldom require the use of narcotics, 
even for sleep. Beginning about four or five days 
after the first treatment, there is a progressive 
diminution in the quantity and an increase in the 
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viscosity of the saliva. The patient complains of 
dryness of the mouth and difficulty in swallowing or 
expectorating the secretions. At the beginning of 
treatment the authors order irrigation of the mouth 
every two hours with a solution of sodium bicar- 
bonate in warm water. This is done with a 2-qt. 
irrigating can, rubber tube, and glass nozzle. 
Dysphagia is present in some degree in all cases in 
which a mucositis is produced in any portion of the 
pharynx between the soft palate and the pyriform 
sinuses. In most cases, soft or liquid food can be 
taken in suflicient quantity to maintain the patient’s 
weight at the time of his admission to the hospital. 
In some cases, especially those of involvement of 
the hypopharynx, the dysphagia may be more 
marked because of the combination of pain and 
swelling of the arytenoids at the height of the 
reaction. 

Prophylactic tracheotomy should be considered 
in all cases of growths involving the arytenoids, 
ventricular folds, or vocal cords. If tracheotomy 


becomes necessary it should be done before begin- 
ning treatment in order to avoid the necessity of 
opening up tissues in which there is a marked radia- 
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tion reaction and of interrupting the sequence o: 
treatments. While the skin is in a dry state, the 
authors use frequent applications of mineral oi! 
without any other dressing. Where the surface 
becomes moist they apply single layers of gauze 
bandage impregnated with boric acid ointment, 
and continue this dressing until healing has taken 
place and the skin is again dry and whole. 

Of 140 patients treated during a period of two 
years, 41 (29 per cent) remained free from disease 
for a period of from one and three-quarters to two 
and one half years. Twelve of the latter have been 
free from disease for from two to two and one half 
years and the rest for from nine months to two 
years. The relatively better prognosis in the cas: 
of females has already been emphasized by Coutard 
The average age of the patients was about thy 
same in the cases with successful results and thos: 
with unsuccessful results. Practically all of th 
patients with unsuccessful results died of a pe: 
sistent cancer, either local or metastatic. Death from 
visceral metastases occurred in several cases in which 
a successful local result was obtained. 

Joseru K. Narat, M.D 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Fay, T.: The Treatment of Acute and Chronic Cases 
of Cerebral Trauma by Methods of Dehydra- 
tion. Ann. Surg., 1935, 101: 76. 


Fay states that statistics show a definite reduction 
of the mortality (11.4 per cent) in cases of acute 
cerebral trauma treated by c -hydration therapy. 
In his treatment of such cases the usual conservative 
treatment, including the administration of 50 c.cm. 
of a §0 per cent solution of glucose, is given during 
the period of shock, and from 100 to 300 c.cm. of 
saline solution may be given to combat severe blood- 
volume loss of fluid. After the period of shock a 
lumbar puncture is done, roentgenograms are made, 
and the wounds are sutured. Hypertonic solutions 
are given by mouth, rectum, or vein, depending upon 
the general state of dehydration. If the spinal fluid 
is clear, 20 oz. of liquid and a “dry” or solid diet are 
allowed. If the spinal fluid is blood, 30 oz. of liquid 
are allowed and this amount is maintained until 
daily spinal drainage is discontinued upon the re- 
covery of xanthochromic fluid. The patient usually 
leaves the hospital after from ten to twelve days and 
on discharge is given specific instructions as to diet 
and the maintenance of dehydration. The daily 


weight is used as a guide to water storage as 1 pt. 


weighs approximately 1 lb. 

The author has found that when a solid dry diet 
and a total of 20 oz. of fluid per day are given, con- 
sciousness returns, the patient is free from headache, 
and little or no spinal fluid need be removed by lum- 
bar puncture after the second day. After their dis- 
charge from the hospital, his patients usually re- 
ceive 32 oz. of fluid daily for the next three months. 
Follow-up findings in the cases of patients main- 
tained on a fluid balance after discharge from the 
hospital have shown g2 per cent to be free from the 
usual post-traumatic syndromes. 

ROBERT ZOLLINGER, M.D. 


Pendergrass, E. P.; and Hodes, P. J.: Dilatations 
of the Cavum Septi Pellucidi and Cavum Vergz. 
Ann, Surg., 1935, 101: 269. 


Three cases of dilatation of the cavum septi 
pellucidi are reported. All of the patients showed 
a quantitative intellectual reduction with inability 
to concentrate. Two showed a tendency to be 
euphoric and jocose. All suffered periods of un- 
consciousness at irregular intervals, and two had 
clonic convulsions. Among other signs were speech 
defects, incomplete motor weakness of the extremi- 
ties, severe headache, loss of deep sensation, and 
ataxia. In one case there was a loss of part of the 
visual fields. The picture differed from that of 
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lesions of the corpus callosum in that somnolence 
and motor apraxia were absent. 

As seen in ventriculograms and encephalograms, 
the normal septum pellucidum ranges in width from 
1.5 to 3 mm. A greater width should arouse the 
suspicion of a non-communicating dilatation. In 
the communicating type of dilatation an air-con- 
taining space is seen separating the lateral ventricles. 
The roof of the cavity is at about the same level as 
the roof of the inner aspect of the ventricles, the 
medial and upper walls of which are sharp rather 
than rounded off. The floor is at about the same 
level as that of the lateral ventricles. Laterally the 
cavity is the shape of a gourd with the large rounded 
end anterior. 

The cavum verge presents the same appearance 
in the anteroposterior and postero-anterior views, 
but when viewed laterally the dilatation suggests 
an hourglass. The cavum septi pellucidi, becoming 
narrower posteriorly, widens into an oval cavity 
which is interpreted as a dilated cavum verge. 

Joun WILTstE Epton, M.D 


Cowan, A.: Ophthalmic Symptoms in 
Abscess. Ann. Surg., 1935, 101: 56. 


Brain 


The author reviews the ophthalmic symptoms in 
forty-four cases of verified abscess of the brain. 

Of the seventeen cases of abscess of the frontal 
lobe, ocular signs or symptoms were absent in only 
one. In five, the abscess caused exophthalmos, swell 
ing of the lids, chemosis of the conjunctiva, and 
pain. Orbital involvement was present in seven 
cases without exophthalmos. In one case, pain and 
tenderness of the lobe were present, and in another 
there was lagophthalmos. All of these findings oc- 
curred on the same side as the abscess. Bilateral 
choking of the optic disks was found in 82.3 per cent 
of the cases of this group. The average elevation 
was 4 diopters. In three cases the choking was higher 
in the homolateral eye, in three it was lower, and 
in seven it was the same in both eyes. 

Choking of the disks averaging 3.9 diopters oc- 
curred in 55.5 per cent of nine patients with abscess 
of the temporal lobe. In three cases the choking 
was always greater, and in two it was eventually 
greater, in the homolateral eye. Homonymous 
hemianopic fields corresponding to interference along 
the optic tracts on the side of the lesion were found 
in three cases. Homonymous hemianopsia on the 
opposite side was found in one case and a correspond- 
ing inferior homonymous quadrantanopia in another. 
In two cases the pupils were unequal and showed a 
sluggish response to light. In both, the smaller 
pupil was on the side of the lesion. 

In 42.8 per cent of the seven cases of abscess of 
the parietal lobe there was an average choking of 
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5-3 diopters. The only external ocular sign was 
paralysis of both external recti muscles in one case. 
In three of the seven cases there were no ocular 
signs or symptoms. 

Of the four cases of abscess of the occipital lobe, 
the optic disks were affected in all. In the three 
cases in which it was measurable, the choking aver- 
aged 5.8 diopters. A patient with basilar meningitis 
presented bilateral ptosis. 

In 42.8 per cent of the seven cases of abscess of 
the cerebellum the optic disks showed an average 
elevation of 2.5 diopters. In six cases a variety of 
nystagmoid movements occurred, and in one case 
there was paresis of conjugate upward rotation. 
Ophthalmic signs or symptoms were present in all 
but one case. 

Of the entire series of cases, choking of the disks 
was found in 63.6 per cent. The fact that fourteen 
of the twenty-eight patients with affected nerve 
heads had an uncomplicated papillaedema suggests 
that, in abscess of the brain, choked disk is due to 
increased intracranial pressure instead of the ab- 
sorption of toxic material. However, in thirteen 
patients the degree of choking remained the same 
or was increased after operation. 

One or more ocular signs or symptoms were found 
in all except six of the forty-four cases of abscess 
of the brain. RoBERT ZOLLINGER, M.D. 


Adson, A. W., and Craig, W. McK.: The Surgical 
Management of Brain Abscess. Ann. Surg., 
1935, IOI: 7. 


Adson and Craig report a clinical and postmortem 
review of ninety-seven cases of cerebral abscess 
which were treated by five surgeons in the Neuro- 
surgical Department of the Mayo Clinic. Forty of 
the abscesses were situated in the frontal lobe, 
thirty-six in the temporosphenoidal, two in the oc- 
cipital, and thirteen in the cerebellar. The remaining 
six had a miscellaneous distribution. 

Because of the greater frequency of abscesses in 
the temporosphenoidal lobes than in the cerebellum, 
Adson and Craig have made it a rule to explore the 
temporosphenoidal lobe before exploring the cere- 
bellum on the side of the infected ear when cerebral 
abscesses follow infections about the ear with indefi- 
nite localizing symptoms or conflicting signs of local- 
ization. 

In re-reading the protocols of Macewen’s cases of 
cerebral abscess, they were impressed by the fact 
that in most of the cases there was a history of cere- 
bral infection of a fortnight or more. They believe 
that Macewen’s excellent results were due chiefly to 
the fact that sufficient time elapsed for immunity 
and encapsulation to become established before 
operation was undertaken. 

They state that while the surgical drainage of a 
brain abscess removes active organisms, it is prob- 
ably more beneficial in disposing of the intracerebral 
mass. The arguments for delaying the drainage of a 
cerebral abscess until it is mature—that is, until the 
occurrence of encapsulation which suggests the es- 
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tablishment of immunity—are comparable to those 
for the delay of drainage of other inflammatory 
lesions of the body. Drainage of the abdomen is 
rarely advised for acute peritonitis, whereas it is 
urged after an abscess has been formed. 

The authors advocate supportive treatment dur- 
ing the initial stage of infection and delay of drainage 
until the clinical signs indicate the establishment o{ 
immunity. They prefer adequate continuous drain 
age through a surgically sealed cerebral wound to the 
various conservative and ultraradical measures that 
are employed. 


Bennett, A. E., and Keegan, J. J.: Cerebral Neo- 
plasms: The Diagnosis in the Absence of Gen- 
eralized Intracranial Pressure Phenomena. J. 
Am. M. Ass., 1935, 104: 10. 


The authors present twelve cases of cranial neo 
plasms in which the characteristic triad of symptoms 
of generalized increased intracranial pressure was 
absent. None of these cases presented changes i: 
the fundi, and in only two of them was the spinal 
fluid pressure above 10 mm. Hg. 

A review of the literature shows that headache 
the most prominent symptom of brain tumor, is 
absent in at least 10 per cent of cases. Papilloedema 
is absent in from 15 to 30 per cent, and vomiting 
is even less frequent. Headache, vomiting, and 
papilloedema are present together in only about 
60 per cent of the cases. Local pressure signs 
caused by intracerebral calcification, rarefaction of 
bone, increased diploic vessel markings, and shifting 
of the pineal shadow are very important in the earl) 
diagnosis of brain tumor before the onset of increased 
intracranial pressure. Among the common earl\ 
signs of brain tumor are epileptiform attacks 
grand mal, petit mal, or jacksonian seizures. Fronta! 
lobe neoplasms are often manifested first by psychic 
disturbances. 

In the authors’ twelve cases the most valuable 
single early diagnostic sign was focal spasm. Jack 
sonian seizures occurred in eight cases. The earliest 
symptom in one case was a sensorium change; in 
another, progressive blindness; in a third, pro 
gressive choreiform movements; in a fourth, recur 
rent hemiparetic attacks; and in a fifth, letharg, 
with diplopia. In six cases, the roentgenogram 
showed localized changes suggestive of localized 
pressure with other conditions suggestive of an 
intracranial neoplasm. In seven cases encephalo 
graphic studies were made and led to the diagnosis 
and accurate localization of a tumor. Four of these 
cases presented marked distortion, compression, anc 
displacement of the lateral ventricles, indicating « 
Jarge tumor, but there was no definite increase in the 
intracranial pressure. Davip Joun Impastato, M.D. 


Harding, H. E., and Naish, A. E.: Mixed Tumors 
of the Brain. Lancet, 1935, 228: 77. 


Two cases of mixed tumors of the brain are report 
ed. One of them showed characteristic disturbance: 
of a lesion in the hypothalamic region. 
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In 1930, Hosoi reviewed seventeen cases of tera- 
toma and twenty-three cases of teratoid tumor and 
reported a case of teratoma. In all, the tumor was 
at or near the midline, and in most of them it 
originated in the pineal body or the pituitary. Less 
frequent sites were the choroid plexus, the tela 
choroidea of the third ventricle, the brain substance 
itself, the region of the tuber cinereum, the cere- 
bellum, the cerebellopontine angle, and the inner 
surface of the dura mater. In size, the tumors 
varied from that of a split pea to a neoplasm meas- 
uring 8 by 10 by 12 cm. Most of them were cystic. 
Kctodermal and mesodermal structures were most 
frequent. Most of the teratomata occurred in 
males, and 78 per cent of the patients with a tera- 
toma were under twenty years of age. In one of two 
cases reported more recently, the tumor occupied 
the distended sella turcica. In the other, there was 
a large cyst in the right hemisphere which was 
unique in being situated away from the midline. 

In one of the two cases reported by the authors a 
lobulated cystic mass measuring 2% by 1% in. 
occupied the entire cavity of the fourth ventricle 
and the foramen of Luschka and Magendie was 
occluded by thickened meninges. The patient was 
a girl six weeks old who was brought for examination 
because of a swelling of the anterior fontanelle 
which was first noted four days previously. Before 
the child died at the age of one year, enormous 
enlargement of the skull occurred. In the last two 
months before death the circumference of the head 
increased from 1734 to 22 in. 

The author’s other case was that of a girl nine 
years and eleven months old. As an infant, this 
patient had slept motionless and for longer hours 
than the average. Later she was noted to be very 
undemonstrative, never showing joy or excitement. 
She apparently felt fear of loud noises, darkness, 
solitude, and certain persons. She told her parents 
she was afraid, but her expression and voice were 
calm. She evidenced anger only by a sudden refusal 
to comply with suggestions. She had some sense of 
humor and would laugh at a funny situation. She 
was very loyal to her parents and a few friends, but 
to callers and acquaintances was so off-hand as to 
appear rude. She was resistant to suggestions. All 
her life she was subject to frequent sudden rises 
followed by sudden falls of temperature. Her 
hearing was acute, her mentality good, and her 
memory excellent. Her balance was never good; 
she had less than average ability to recover after 
tripping. 

Three years before her death she had mumps and 
whooping cough in quick succession, during which 
illnesses she showed marked wasting. Immediately 
after these illnesses she drank large quantities of fluid 
and passed large amounts of pale urine. The polyu- 
ria continued until five weeks before her death, 
when it ceased abruptly. After the illnesses the 
patient showed a further diminution of emotional 
reaction. During the next winter she felt the cold 
intensely. During the heat of the summer before 
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her death the sensation of cold became so severe 
that she wore a coat at meals. The feeling of cold 
ceased abruptly about three weeks before her death. 
Following the pertussis her powers of concentration 
steadily decreased. About five weeks before her 
death her vision failed rapidly, but she admitted it 
only after attention was called to it by her stagger 
ing gait. 

The findings of examination at the time of her 
admission to the hospital included hypotonicity of 
the muscles, pallor of the central area of each disk, 
a comatose condition, and a temperature of ror 
degrees F. Later the temperature fell to below 
normal. 

On postmortem examination a firm encapsulated 
tumor with a smooth lobulated surface measuring 
3 by 3.5 by 4.5 cm. was found projecting from the 
base of the brain in the hypothalamic region behind 
the optic chiasm. The pituitary gland appeared 
to be normal. Epwarp S. PLarr, M.D. 


Roger, H., and Paillas, J.-E.: Metastatic Tumors of 
the Brain (Les tumeurs cérébrales m‘tastatiques). 
Presse méd., Par., 1934, 42: 2093. 

The authors have been able to collect only about 
200 cases of metastatic brain tumor from the litera 
ture, but believe they are much more frequent than 
is indicated by the records. 

Nearly all brain metastases originate from epi- 
thelial tumors, particularly tumors of the lung or 
breast. A brain metastasis may be the first mani 
festation of an epithelioma of the kidney, supra- 
renal, or other viscus. Lung metastases are gener 
ally propagated by the blood stream and involve the 
parenchyma, while metastases from tumors of the 
breast are transmitted by the lymphatics or nerves 
and involve the meninges or cortex. 

The chief subjective symptoms of a metastatic 
tumor of the brain are headache and clouding of the 
intellect. The headache is constant and occasionally 
is accompanied by signs of increased intracranial 
tension. The clouding of the mind takes place early. 
Both of these symptoms seem to be of toxic rather 
than mechanical origin. In fact, hypertension is 
relatively rare in their presence. In many cases gen 
eralized convulsive seizures occur; in some, there are 
localizing jacksonian attacks. The tendon reflexes 
are frequently decreased or abolished and the pupil 
reactions are sluggish. Sometimes there is a mild 
meningeal syndrome. The general condition de 
pends on the primary tumor rather than on the 
metastases. There may be a temperature of from 
38 to 38.5 degrees C. suggesting encephalitis. The 
localizing signs are much more difficult to interpret 
than in cases of primary tumor of the brain. Metas- 
tases from the lung are almost always multiple and 
their localizing signs are very confusing. The eye- 
grounds and roentgenograms do not show signs of 
hypertension, and the spinal fluid does not present a 
characteristic picture. 

The course of the condition is generally rapid and 
ends in death from extreme cachexia. ‘Treatment is 
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generally hopeless, especially in cases of multiple 
metastases from the lungs. However, in cases in 
which there is a single nodule from cancer of the 
breast it may be successful. Roentgen therapy has 
been employed successfully by Huguenin, Myriam, 
and Lieberson, and the authors report a case in 
which it was followed by cessation of the jacksonian 
attacks and alleviation of the headache. 
Auprey Goss Morcan, M.D. 


Voris, H. C., Adson, A. W., and Moersch, F. P.: 
Tumors of the Frontal Lobe: Clinical Observa- 
tions in a Series Verified Microscopically. J. 
Am. M. ASs., 1935, 104: 93. 


This article reports the findings of an analysis of 
the clinical observations in a series of 314 cases of 
tumor of the frontal lobe observed at the Mayo 
Clinic up to January 1, 1933, in which the tumor 
was examined microscopically. The cases were 
classified according to the anatomical site and the 
pathological type of the lesion. The age and sex 
of the patients with each pathological type of tumor 
are given. The authors discuss each type of tumor 
with regard to the duration of the symptoms before 
the patients came to the Clinic; the initial complaint 
in relation to the anacomical site of the tumor; the 
frequency of the principal complaints made when 
the patients registered at the Clinic; the principal 
observations made at examination, including roent- 
genographic examination; the mental phenomena; 
and the side of the brain involved by the tumor in 
relation to the occurrence of grand mal, aphasia, 
and mental changes. 


Dyke, C. G., and Davidoff, L. M.: The Significance 
of Abnormally Shaped Subarachnoid Cisterns 
as Seen in the Encephalogram. Am. J. Roent- 
genol., 1934, 32: 743- 


The authors describe deviations in the subarach- 
noid cisterns which were noted in an examination of 
1,300 encephalograms and discuss the relationship 
of these abnormalities to the disease process. They 
conclude that a study of the subarachnoid cisterns 
in encephalograms aids in the diagnosis of tumors, 
aneurisms, and degenerative or hypoplastic lesions 
in structures in the vicinity of the cisterns. Fifteen 
clinical histories are reviewed. 

ROBERT ZOLLINGER, M.D. 


Glaser, M. A.: Tumors Arising from the Sensory 
Root of the Trigeminal Nerve in the Posterior 
Fossa. Ann. Surg., 1935, 101: 146. 


Tumors of the gasserian ganglion are exceedingly 
rare though it is thought that their rarity may be 
due in part to their being reported under different 
captions. The author reports a case of perineurial 
fibroblastoma of the fifth nerve which was analogous 
to the perineurial fibroblastomata of the eighth 
nerve. From this case and three cases collected 
from the literature he concludes that a clinical 
syndrome of perineurial fibroblastoma of the fifth 
nerve may be recognized. Trigeminal pain is absent 
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because the ganglion is not involved, but evidence 
of trigeminal involvement is a consistent and earl, 
symptom. Such involvement is manifested by « 
decrease or absence of the corneal reflex and anes 
thesia over the distribution of the nerve, particularl 
the ophthalmic division. With encroachment of the 
tumor on the cerebellum, cerebellar signs become 
apparent. Further pressure on the medulla and 
pons results in cranial nerve symptoms and pyram 
idal tract signs. The history is of long duration, 
with the late development of intracranial pressurc 
Periods of remission are characteristic. 

In cases of tumor arising in the ganglion there i 
usually pain as well as anesthesia in the distributio: 
of the trigeminal nerve. Cerebellar signs are ex 
tremely late and occur only with extension of. th: 
tumor beneath the tentorium. Perineurial fibro 
blastoma of the eighth nerve may be readily differ 
entiated as it is associated with loss of hearing and « 
lengthy history of tinnitus. In cases of tumor of th: 
cerebellum, cerebellar symptoms occur first ani 
extracerebellar symptoms last, and vestibular tests 
are of great value. Joun WILTsIE Epton, M.D. 


Ostrowski, T., and Dobrzaniecki, W.: Periphera! 
Facial Paralysis Treated by Cervical Gangli- 
onectomy (Paralysie faciale périphérique trait¢ 
par la gangliectomie cervicale). J. de chir., 193 
45: 106. 

In the treatment of peripheral facial paralysis, 
various nerve anastomoses have been tried—the 
best of which is probably anastomosis of the facia! 
and hypoglossal nerves—but none of them restores 
facial expression. Leriche, in 1919, first suggested 
the idea of correcting the motor paralysis by estab 
lishing a sympathetic paralysis. The authors report 
in detail five cases in which this was done, ani 
present photographs of the patients before and after 
the treatment. The superior cervical ganglion was 
resected under local anesthesia. The results were 
remarkably good. The plasticity of the muscles and 
facial expression were restored to a degree greater 
than that observed after any other operation. The 
authors therefore believe that that cervical gan 
glionectomy is the method of choice for periphera! 
facial paralysis. 

Although the reaction of degeneration persists 
and the paralysis remains, the signs of the paralysi 
disappear because of the change in muscle tonu 
brought about by the resection of the ganglion. The 
authors are unable to explain the effect of the 
ganglionectomy on the paralysis. They state that all 
explanations advanced are purely theoretical. As 
all paralysis is an affection of muscle tonus, the: 
believe it quite possible that surgery of the symp: 
thetic will become the treatment of various types 
of paralysis. Auprey Goss Morean, M.D. 


Ani 


Peet, M. M.: Glossopharyngeal Neuralgia. 
Surg., 1935, 101: 256. 

Glossopharyngeal neuralgia is rare as compare 

with trigeminal neuralgia, but undoubtedly mor 
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common than has been believed. From careful 
study after section of the glossopharyngeal nerve it 
has been determined that this nerve has no demon- 
strable motor function and that its sensory distribu- 
tion includes the posterior third of the tongue, the 
anterior, lateral, and posterior walls of the pharynx 
from the lower nasopharynx to the epiglottis, includ- 
ing the posterior aspect of the latter, the tonsil, the 
pillars, the eustachian orifice, and a narrow rim 
along the front of the soft palate, including the 
uvula. 

The onset of glossopharyngeal neuralgia occurs 
without prodromal symptoms or other warning. 
Talking, laughing, coughing, yawning, or sneezing 
may be the exciting factor, but the most common 
exciting factor is swallowing. Suddenly, during 
talking or swallowing, a sharp, knife-like pain shoots 
downward from the ear, the base of the tongue, or 
the posterior pharynx. It is gone almost as soon as 
it begins. As in trigeminal neuralgia, the pain oc- 
curs in pardxysms and is variously described as 
sharp, shooting, lancinating, knife-like, jabbing, or 
flashing. As a rule even the first paroxysms are 
described as excruciating, but in exceptional cases 
the patients state that the initial attack was mild 
although the pain was sharp. After the onset of 
the condition the pain is produced by stimulation 
of trigger zones and by talking, laughing, or eating. 
In the cases in which the initial attack is mild, the 
onset of severe symptoms is usually not long delayed. 
As in trigeminal neuralgia, there are intermissions 
and remissions and the pain may be confined for a 
long time to a single division of the nerve. Also in 
both types of neuralgia, physical examination is 
negative with reference to the painful areas. The 
diagnosis is based entirely on the history and the 
induction of pain when the trigger zones are touched. 
The cause and pathological changes are not known. 

Glossopharyngeal neuralgia differs from trigemi- 
nal neuralgia in the distribution of the pain. In 
the latter, the pain occurs in the distribution of the 
nerve, usually in that of the third division. In the 
former, it is usually located almost entirely in the 
mouth, though there may be flashes of pain through 
tothe ear. The trigger zones are also different in the 
two types of neuralgia, those for the ninth nerve 
being located within the mouth or at the lobe of the 
ear and those for the fifth nerve generally on the 


415 


outside of the face, along the distribution of the 
nerve. 

In the treatment of glossopharyngeal neuralgia 
intracranial section of the ninth nerve is the treat 
ment of choice as it is simple and quickly performed, 
it gives positive assurance against recurrence, and it 
does not endanger the vagus. A U-shaped incision 
is made between the mastoid process and the mid 
line posteriorly. The nerve is easily located and 
divided with a right-angle knife. 

Joun Wivtsic Epron, M.D. 


PERIPHERAL NERVES 


Saito, M.: Normal Shadow of the Peripheral Nerves 
and Their Pathological Change in Injury and 
Tumor. Am. J. Surg., 1934, 26: 300. 


The author presents a method for the roentgeno- 
logical visualization of peripheral nerves by the 
endoneurial or intraneural injection of thorium 
dioxide solution (thorotrast). He reports the results 
after the injection of normal ulnar nerves and of 
injured peripheral nerves with and without neuro- 
mata. 

The injection of the thorotrast is carried out 
before, during, and after operation. 

Saito found that, following the injection of thoro 
trast, the ulnar nerve could be roentgenographed 
for a maximum length of 39 mm. The roentgeno- 
gram made by this method revealed not only the 
nerve fibers, but also the internal and external 
sheaths of the nerve. It is therefore possible to use 
the method for neurohistography. When it is ap- 
plied to an injury of the nerve it will reveal the 
injured part clearly. As the opaque substance in- 
jected into the periphery will not infiltrate into the 
center over the scar on the nerve caused by the 
wound, a defect in the shadow will appear at the 
site of the scar. It is therefore probable that the 
method will be a great help in the roentgenological 
diagnosis of nerve injuries. If it is applied to the 
diagnosis of neuroma it will show not only the form 
but also the structure of the neuroma together with 
the stem of the nerve penetrating the tumor. This 
being true, it will be quite helpful in indicating 
treatment. It will not interfere in any way with 
the function of the nerve or produce any after 
effects such as neuralgia. 0. W. Jonrs, Jr., M.D 





SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Pazzagli, R.: The Pathogenesis of Cystic Mastitis 
(Sulla patogenesi della mastite cistica). Clin. chir., 
1934, 10: 1049. 

The name “‘cystic fibrosis” or “‘cystic mastitis” is 
applied to various cystic structures of the breast and 
used to designate a clinical syndrome rather than a 
definite disease. The name ‘‘Reclus’ disease’’ is not 
synonymous with it as Reclus described a definite 
disease which does not include many of the condi- 
tions described as cystic mastitis. According to the 
four chief theories with regard to the pathogenesis of 
cystic mastitis, the condition is: (1) neoplastic, (2) 
inflammatory, (3) due to congenital malformations, 
and (4) due to involution. 

The author describes cystic mastitis as a hyper- 
plasia and sclerosis of the connective tissue of the 
gland and cystic dilatation of the ducts without 
clinical or histological signs of malignancy. This dis- 
ease develops slowly and passes through the follow- 
ing three stages: (1) a stage of simple fibrosis with 
few and slight cystic dilatations; (2) a stage in which 
the cysts increase in size and number; and (3) a 
stage of papillomatous change. The first stage oc- 
curs in young patients and the others are found in 
progressively older persons. The stages are related 
to special phases of sexual development. 

The author describes in detail and shows with 
photomicrographs the histological findings in the 
cases of two women thirty-six and forty years of age 
respectively. In both of these cases the history and 
the findings of clinical and histological examination 
suggested that the cause of the disease was the in- 
flammatory tuberculosis described by Poncet and 
Leriche. Pazzagli believes that, at least in some 
cases, the development of cystic mastitis is deter- 
mined by the effect of toxic tuberculous lesions 
favored by the patient’s age and endocrine condi- 
tion. In such cases it occurs at or about the time of 
menopause. 

In other cases in the papillomatous stage there is a 
marked resemblance to malignant tumors, and 
malignant degeneration occurs quite frequently. One 
of the signs in such cases is bleeding of the nipple. 
The author believes that when bleeding occurs from 
the nipple radical removal of the breast should be 
done even if the tumor appears benign. 

AupreyY Goss MorGan, M.D. 


Billi, A.: A Contribution to the Knowledge of Peri- 
thelioma of the Breast (Contributo alla conos- 
cenza del peritelioma della mammella). Rassegna 
internas. di clin. e terap., 1934, 15: 1003. 


Billi reports the case of a woman sixty-four years 
of age who entered the hospital complaining of a 


tumor mass in the right breast which had been pres- 
ent for two years. Histological examination of the 
tumor following its removal showed it to be a. peri 
thelioma. 

The outstanding microscopic feature of the 
neoplasm was a concentric arrangement of the 
tumor cells around a central vessel. These cells 
were rather large and showed little variation in size. 
They were round, ovoid, elongated, or stellate. The 
nucleus was large and stained deeply, and the 
chromatin was delicately reticulated. Mitoses were 
not very numerous, and few of them were atypicul. 
The protoplasm was scarce and homogeneous and 
stained poorly. In a few vessels the endothelium 
showed proliferation which was sometimes so ex 
tensive as to invade the lumen. 

A few months after the operation the patient re 
turned with a recurring tumor near the scar. This 
neoplasm also was removed. On histological exam- 
ination it was found to be a round-cell sarcoma. 

Although it seems possible that peritheliomata 
may be easily confused with sarcomata and enco- 
theliomata, Billi believes that these three types of 
tumor may be differentiated by careful histological 
examination. However, he emphasizes that the 
differentiation is possible only by histological exam- 
ination. 

In the case reported there was not the slightest 
doubt that the neoplastic cells of the recurring 
tumor were identical with those observed in the 
primary tumor. The only difference was that in the 
recurring tumor no perivascular neoplastic growth 
was demonstrable. 

The author believes that the surgical interference 
may have acted as a stimulus to the transformation 
from one tumor type to the other since it has been 
shown that surgical interference, X-ray or radium 
not only modify the course and the rate of growth 
of tumors, but may transform one malignant tumor 
into another with different morphological aspects. 

The author is of the opinion that the tumor cells 
were derived from the reticulo-endothelial system. 

RicHarp E. Somma, M.D 


Louste, A., and Cailliau, F.: Paget’s Disease of the 
Nipple (La maladie de Paget du mamélon). Presse 
méd., Par., 1934, No. 92, 1838. 


It remains a matter of dispute whether Paget's 
disease of the nipple is a precancerous dyskeratosis 
of epidermal origin, an epidermotrophic mammary 
cancer, a cellular cancer followed by tissue cancer, 
an epidermal cancer, or an epidermal glandular cin- 
cer. The authors report in detail the histological 
findings in four cases of Paget’s disease in which 
complete removal of the mammary gland permit ‘ed 
a complete and systematic study of sections. 
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The findings in these cases did not seem to support 
the classical theories as to the origin and nature of 
the tumor. The scantiness and frequent absence of 
dyskeratosis in these cases seemed to indicate that 
the lesion was not a precancerous condition. The 
point of origin of the neoplasm may be in the cylin- 
drical epithelium of the milk ducts, the margin of 
the epidermized epithelium and the cylindrical lining 
of a milk duct, a sebaceous gland, a serous secretory 
gland, or a sudoriparous glomerule. The rate and 
extent of the growth of the lesion also vary according 
to its origin. When the tumor originates in the 
epidermized epithelium of the duct it grows both 
upward toward the epidermis and downward to- 
ward the gland. When it begins in the cylindrical 
epithelium of the duct, the malignant cells extend 
between the layer of Boll and the cylindrical layer, 
destroying the latter, obliterating the lumen, and 
rupturing the membrane and fibro-elastic sheath of 
the milk duct to penetrate the stroma and reach the 
epidermis by isolated elements. This type of in- 
vasion seems to be the most common. 

Deformities of the nuclei and asymmetry of the 
mitoses are the rule. 

The clear turgescent cells show a tendency toward 
vacuolization, and the pluricellular confluences ap- 
parently explain the theca. 

Finally the malignant cell seems to gain the epi- 
dermis by its special mobility in the interstitial 
spaces. 

The authors reject the conception of dyskeratosis 
as a cancerogenic factor in Paget’s disease. ‘They 
state that dyskeratosis, a dystrophic condition, 
could not constitute the precancerous stage of a ma- 
lignant lesion. They believe that the theca has a 
vacuolar origin and that segregation of the carci- 
nomatous cells plays no significant part. The mela- 
noid pigment frequently found in this cancer has 
quite another significance than that which prompted 
Darier to suggest a possible relation between Paget’s 
disease and nevocarcinoma. All glandular epitheli- 
omata of the breast propagate to the skin and at the 
epidermis become pigmented. In various tumors the 
melanoblasts are not cancerized. They are merely a 
manifestation of hyperactive tissue metabolism. 
There is no transition from the dyskeratotic cell to 
the Paget cell. 

Latent cancer, such as Bowen’s disease and 
Paget’s disease, corresponds to a secreting epithe- 
lioma, usually of galactophore origin but occasion- 
ally also of sebaceous or sudoriparous origin. It is 
quite probable that the epidermis, like its deriva- 
tives, may occasionally constitute the initial focus, 
but such an origin can be demonstrated only by 
examination of the entire gland. 

The common embryogenesis of the original tissues 
of these neoplasms explains the identity of cellular 
types noted in each case, whatever the point of 
origin. From this point of view, Paget’s disease is a 
regional malignant neoplastic reaction of the ecto- 
derm and its immediate or more distant derivatives. 

EpttH SCHANCHE Moore. 


THE THORAX 417 


Pfahler, G. E., and Vastine, J. H.: The Technique 
and Results of Irradiation in Carcinoma of the 
Breast. Am. J. Roentgenol., 1935, 33: 41. 

The authors have been unable to standardize the 
technique of treatment of carcinoma of the breast 
for all cases. They adapt the technique to the re 
quirements of the individual case. As metastasis 
occurs more readily and widely in fat women, they 
distribute the irradiation more widely when the 
patient is fat. Also in the cases of fat women they 
limit the total irradiation in any one field as fat 
does not stand as large doses as other tissues. 

The authors describe their technique for irradia- 
tion of primary carcinoma and for pre-operative 
treatment. In the pre-operative treatment, which 
requires about two weeks, the patient receives from 
700 to 800 r divided in 2 doses. If she cannot or 
will not be operated upon, interstitial irradiation 
with radium is given according to the Keynes tech- 
nique and this is followed by additional roentgen 
treatment, the attempt being made to keep the tis- 
sues saturated to the limit of normal tissue tolerance 
during a period of three or four weeks. 

For the more advanced cases in which the supra 
clavicular lymph nodes are involved, at least 3 
times this amount of treatment is advised. If 
operation is done in these cases it should be deferred 
for two or three months. 

In postoperative cases a similar plan of treatment 
is carried out except that low-voltage roentgen rays 
are used in the mammary region as well as the 
anterior mediastinal region as here it is necessary 
to send the rays directly into the chest wall. At 
least as much postoperative irradiation should be 
given as is given pre-operatively. 

The authors have treated 22 cases of carcinoma 
of the breast by the modified Keynes method. Of 
1g patients with primary lesions, 13 (59 per cent) 
remained free from gross evidence of the disease for 
a period of from fourteen to twenty-seven months. 
Two were alive a year or longer after the treatment, 
but showed gross evidence of the disease. ‘lhree 
died of the disease and one died of an intercurrent 
infection. Three who were treated for recurrence 
died within from six to fourteen months after the 
treatment. 

The authors have treated 254 cases of primary 
carcinoma of the breast by irradiation alone, chiefly 
roentgen therapy. Of 195 patients, 76 (39 per cent) 
were living at the end of three years, but 11 still 
showed evidence of the disease. Of 181 patients 
treated more than five years before the follow-up, 
43 (24 per cent) were still alive at the end of that 
time, but 4 still had gross evidence of the disease. 
Of 124 patients treated for inoperable carcinoma, 
25 (20 per cent) were still alive and without evidence 
of the disease ten years later. Biopsies were not 
done in these cases. 

The authors have treated 476 cases of recurrent 
carcinoma of the breast. In such cases there can be 
little doubt as to the correctness of the diagnosis. 
Of 453 patients, 21 per cent were free from symp- 
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toms at the end of five years, and of 388 patients, 
8 per cent were free from symptoms at the end of 
ten years. 

The patient who develops a recurrence within 
from two to four months has a slightly greater life 
expectancy than the patient who develops a recur- 
rence later. This is probably due to the fact that 
the earlier metastases are more radiosensitive. The 
earlier irradiation is instituted after recurrence the 
longer the life expectancy. 

The authors favor combined pre-operative and 
postoperative irradiation and surgery in operable 
cases. They state that in cases of axillary involve- 
ment in which irradiation is combined with surgery 
the number of five-year cures is double that obtained 
in cases treated by surgery alone. 

Eart O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Hedblom, C. A., and Van Hazel, W.: The Results 
of Extrapleural Thoracoplasty in the Treatment 
of Pulmonary Tuberculosis. J. Thoracic Surg., 
1934, 4: 55- 

This article is a review of the results of thora- 
coplasty since it became an accepted method of 
collapse therapy. The authors state that the com- 
parison of individual series of cases is difficult be- 
cause certain factors such as variations in the type 
of cases, the operative technique, the after-care, 
and the economic status of the patients may influ- 
ence the result. 

Of the 3,762 patients whose cases are reviewed— 
including 200 of the authors’ patients—over 35 per 
cent were free from symptoms and bacilli and able 
to work from one to twelve years after operation, 
22.1 per cent showed improvement and were able to 
do some work, and 33 per cent died soon after the 
operation or later from the tuberculosis or a condi- 
tion having no relation to the previous disease. 

The operative mortality, which included all 
deaths occurring within eight weeks after the opera- 
tion, ranged from 3 to 20 per cent and averaged 
10.5 per cent. 

Many of the surgeons whose cases are included 
in the series reviewed reported a much lower mor- 
tality and a higher percentage of cures in their more 
recent cases. The improvement was due to a more 
rigid observance of the indications, improvement in 
the operative technique, and more careful post- 
operative supervision. The chief causes of death 
were shock, heart failure, wound infections, medi- 
astinal flutter, and extension of the tuberculosis. 
These causes of failure are much less frequent today. 

The results reported include those in cases in 
which extrapleural thoracoplasty was done when 
knowledge of the application of collapse therapy 
was more limited than it is today. With increasing 
knowledge, the adoption of a suitable operative 
procedure, and the performance of supplementary 
operations when indicated, much more gratifying 
results are being obtained. 


Fischer, A. M., and Abernethy, T. J.: Putrid Em- 
pyema, with Special Reference to Anaérobic 
Streptococci. Arch. Jnt. Med., 1934, 54: 552. 

The authors define putrid empyema as a pleural 
effusion of varying consistency with a foul odo: 

They review the literature on the bacteriology oj 

anaérobes, particularly anaérobic streptococci, found 

in puerperal and pelvic infections, lung abscesses, 
and empyemata. These organisms are considere«! 
to be definitely pathogenic under certain conditions 

Four cases of putrid empyema are reported. |; 
all, anaérobic streptococci were the dominatiny 
organisms, but in three of them other anaérobe: 
were also present. The authors report also two 
cases of pulmonary abscess and one case of hepatic 
abscess in which similar organisms were demon 
strated. In two cases Vincent’s organisms were 
found. Bacteriological studies showed that th: 
associated organisms were variable. They demon 
strated also that the anaérobic streptococci did no} 
all belong to the same group, two being of the 
viridans type, one hemolytic, and one non-hemo 
lytic. They usually grew with a foul odor. Sub 
cultures grew anaérobically but much more slow|\ 
as was previously noted by Prevot who also investi 
gated principally organisms obtained from cases «| 
pulmonary suppuration. 

In the authors’ cases the empyema developed « 

a complication of the intrapulmonary disease. Thre 

of the patients died. WILtarp VAN Haze, M.D 


HEART AND PERICARDIUM 


Beck, C. S.: Contusions of the Heart. J. Am. 4/ 
ASS., 1935, 104:109. 

The author discusses non-penetrating traumata o! 
the heart. He states that, lying against the sternum 
anteriorly, the heart is vulnerable to any sudden 
impact over the sternum and, buttressed against the 
bodies of the thoracic vertebra posteriorly, it is vu! 
nerable to compression forces applied to the ches! 
There can be little doubt that the heart is subjecte: 
to many injuries. Most of them probably produce 
no functional disturbances and are not recognized. 
Indeed, even injuries that produce functional dis 
turbances are probably not recognized in the great 
majority of cases. 

Anginal pain is not uncommon in cardiac con 
tusions, and the electrocardiogram produced by « 
myocardial contusion may be similar to that of « 
myocardial infarct. 

When the heart receives a contusion it may rup 
ture, fail without rupture, or recover. 

Contusions or non-penetrating wounds of the 
heart are rarely fatal. The heart can tolerate an 
enormous amount of trauma. The author carrie: 
out a series of twenty-five experiments in which the 
heart was exposed and the myocardium subjecte: 
to contusive injuries. In twenty of the experiments 
the contusions were tolerated remarkably well. Beck 
concluded that recovery is the rule rather than the 
exception, and that if death occurs, it is caused by 
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ventricular fibrillation, rupture, or myocardial fail- 
ure following tachycardia. 

The mechanism by which non-penetrating wounds 
of the heart are produced are: (1) a direct blow over 
the precordium producing a fracture of the sternum 
and ribs with penetration of the broken ends into the 
heart; (2) contusion or compression of the heart be- 
tween the sternum anteriorly and the vertebrae 
posteriorly; (3) the application of indirect force such 
as sudden compression of the legs and abdomen; 
(4) laceration of the thoracic viscera such as may be 
sustained in a fall from a height; and (5) concussion 
of the heart. The literature reports also cases of 
vagus stimulation with stoppage of the heart. 

The mechanism by which rupture of the heart 
takes place in non-penetrating forms of trauma in- 
cludes: (1) bursting, like that of a toy balloon in the 
hand, (2) breaking of the myocardium, which is of a 
friable nature; (3) contusion with subsequent soft- 
ening; and (4) increased intracardiac pressure such 
as is produced by compression applied to the legs 
and abdomen of individuals in whom the resistance 
of the heart to dilating forces is decreased. 

The author reports three cases of contusion of the 
heart. The first was that of a man who, when he 
was four years of age, was kicked in the chest by a 
colt. The sternum and ribs were caved in. When 
the patient was examined by the author at the age 
of sixty-eight years, cardiac decompensation was 
found. Roentgenograms showed the transverse di- 
ameter of the heart to be markedly increased and the 
distance between the sternum and the vertebrae to 
be greatly reduced. Electrocardiograms showed 
auricular fibrillation and myocardial damage. 

The second case was that of a man who ran into 
an armored truck while riding a motorcycle. Imme- 
diately after the accident he became dyspnoeic and 
unable to lie on his back because of severe pain in 
the chest, and for more than a month he was subject 
to attacks of dyspnoea and pain. The diagnosis of 
cardiac contusion was based on the facts that the 
patient was in excellent health and had never noted 
cardiac symptoms prior to the accident, circulatory 
collapse occurred immediately after the severe injury 
to the chest, and symptoms of cardiac asthma de- 
veloped subsequently. As cardiac asthma develops 
in a variety of cardiac lesions, the author believes 
it may be produced by a contusive injury. 

The third case was that of a man forty-nine years 
of age who was thrown forward against the steering 
wheel of an automobile and died five days later of 
myocardial failure. Autopsy showed two contusions 
the size of a dime in the posterior wall of the right 
ventricle and a laceration of the myocardium be- 
tween these areas. CHARLES BARON, M.D. 


MISCELLANEOUS 
Glaeser, H.: The Treatment of Infundibular 
Thorax (Die Behandlung der Trichterbrust). 1934: 
Muenster i. W., Dissertation. 
All of the important facts regarding infundibular 
thorax are reviewed in this article. The clinical 
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importance of infundibular thorax depends upon 
the displacement and constriction of the heart. 
According to the author, the cardiac symptoms are 
due, not to a constitutional cardiac weakness, but 
primarily to the deformity. Only circulatory dis- 
turbances give an indication for operation. Other 
disturbances are rare even in pronounced cases. For 
disturbance of the labile state of balance devel 
oping in the course of time between the funnel 
protruding into the chest cavity and the heart there 
must be an additional constricting factor. 

Purely conservative treatment (respiratory exer 
cises, traction at the base of the funnel with strips 
of adhesive plaster, or suction with Bier’s apparatus) 
may be considered only for young persons with 
yielding bones. Surgical treatment includes thora- 
colysis, resection of the funnel, and plastic pro- 
cedures. Thoracolysis has always failed, and resec- 
tion of the funnel had to be discontinued because 
it was too hazardous. 

Hartleib was the first to think of excising the 
entire funnel after its exposure and replacing it in 
the defect reversed, with the convexity outward. 
In another case the defect left by resection of the 
funnel was filled with bone from the tibia. 

The surgical treatment was simplified and im 
proved by Sauerbruch. In two sittings he divided 
the sites of insertion of the fourth to the eighth 
ribs, which then had the tendency to project out- 
ward spontaneously. 

Nissen elevated the sternum by means of a wire 
introduced behind it. 

(HaAcKENBROCH). Louts Neuwett, M.D 


Takino, M.: The Methods of Dissemination of 
Metastases in the Supraclavicular, Cervical, 
and Axillary Lymph Nodes in Pulmonary Can- 
cer, and Their Relation to the Lymph Vessels 
of the Lungs (Ueber die Verbreitungsmodi der 
Metastasen in den supraclavicularen bzw. zervicalen 
und axillaren Lymphdruesen bei Lungenkrebs und 
die Beziehung derselben zu den Lymphgefaessen 
der Lunge). Acta scholae med. univ. imp., Kioto, 
1934, 17: 211. 


The author made clinical and roentgenological 
examinations in sixteen cases of cancer of the lung 
and a histopathological examination in two of them. 
He found that the localization of the metastases in 
the right or left supraclavicular, cervical, and axil 
lary lymph nodes was closely related to the site of 
the tumor, and that the sequence of metastasis 
formation in these lymph nodes depended upon the 
growth of the tumor. Tinally, he established a 
definite law for the development of metastases from 
pulmonary tumors in the different lymph nodes. He 
found six methods of dissemination and various 
combinations. 

In the first and second methods of dissemination 
the tumor was in the right or left upper lobe and 
spread to the surface and apex of the lung. The 
metastases occurred, at least in the beginning, in 
the supraclavicular and cervical lymph nodes of 
the same side. Dullness was found in the chest 
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relatively early. The author believes that early 
dullness in the right or left supraclavicular and 
infraclavicular spaces, and hard, even though small 
enlarged nodes on the same side of the neck are of 
great clinical significance. 

In the third and fourth methods of dissemination 
the tumor was near the right or left hilus and the 
metastases occurred at first in the opposite supra- 
clavicular and cervical nodes. In the early stage 
there was no dullness in the chest as the tumor was 
distant from the thoracic wall. Although the author 
had only one case of pulmonary tumor in the right 
hilus, he believes, judging from the anatomy of the 
pulmonary lymphatics, that the third method of 
dissemination is not necessarily rare. 

In the fifth and sixth methods of dissemination 
the tumor affected the right or left pleura, causing 
pleurisy, and the metastases appeared quite often 
in one of the axillary lymph nodes of the same side. 
Naturally, in cases of primary pleural tumors the 
metastases develop first in the axillary nodes of the 
same side. 

Combinations of these six methods of dissemina- 
tion, such as the fourth with the sixth and the second 
with the fourth, also occurred. 

The methods of spread of palpable lymph-node 
metastases in cases of tumor in the upper lobes of 
the lung can be explained anatomically by the pul- 
monary lymphatic system and the pressure mecha- 
nism of the tumor. 

First and second methods: The supraclavicular 
and cervical lymph nodes, respectively, are connect- 
ed anatomically with the tracheobronchial, peri- 
bronchial, and mediastinal nodes on the same side. 
Therefore the cancer cells of the primary focus in 
the right or left upper lobe reach the supraclavicular 


and cervical nodes in the normal flow of the lymph 
stream, provided the latter is not disturbed by pres 
sure of the tumor on the lymphatic vessels or nodes 

Third and fourth methods: If the tumor originates 
in or near the right hilus and exerts pressure ear), 
upon the right dermal tracts, the lymph flows with 
the cancer cells from the right upper lobe throug! 
the anastomosis between the inferior trachev 
bronchial lymph node and the right upper trachec 
bronchial lymph node into the left supraclavicula; 
and cervical nodes, respectively. If the tumo: 
originates in or near the left hilus, the condition. 
are exactly reversed. 

Fifth and sixth methods: metastases develop in 
the axillary nodes in cases of pulmonary tumo: 
only after involvement of the pleura. Normally, 
there is no connection between the axillary noc 
and the lymphatics of the visceral pleura, but ther: 
is a connection with the lymphatics of the parieta! 
pleura. The author believes metastasis by the fift|) 
and sixth method occurs through the developmen: 
of lymphatics between the visceral and pariet:| 
pleura (adhesive pleurisy). 

No cases of middle and lower lobe tumors wer: 
observed. Uchida has reported a case of tumor o/ 
the lower lobe of the left lung in which a supra 
clavicular glandular swelling appeared first (Method 
4). 
As no accurate reports on metastases from tumors 
of the middle and lower lobes are to be found in the 
literature, the author has been unable to determine 
their routes of dissemination definitely. However, 
he believes that they may be explained anatomical); 
on the basis of the lymphatic system in the same 
way as metastases of tumors of the upper lobe. 

Louts Neuwett, M.D 
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SURGERY OF THE ABDOMEN 


GASTRO-INTESTINAL TRACT 


Aird, I.: Perforation of Carcinoma of the Stomach 
into the General Peritoneal Cavity. Brit. J. 
Surg., 1935, 22: 545. 

Aird states that there is no clear clinical picture 
upon which a pre-operative diagnosis of perforated 
carcinoma of the stomach can be based. Pre-oper- 
ative diagnosis is rendered difficult also by the rela- 
tive infrequency of this catastrophe in even the wid- 
est surgical practice. After reporting a case of his own 
Aird reviews seven observed in the Royal Infirmary, 
Edinburgh, and seventy-one cases collected from the 
literature. 

Aird’s case was that of a sailor twenty-seven years 
old who, while out walking was seized with violent 
epigastric pain. After an hour the pain became gen- 
eralized throughout the abdomen. Vomiting of 
yellow bile failed to relieve it. There was a past 
history of epigastric pains not consistently related 
to food taking which had been gradually becoming 
more severe. 

At the time of the patient’s admission to the hos- 

pital, six hours after the attack, the pain had eased 
and the vomiting had ceased. The temperature was 
subnormal. The pulse was 120 but of good quality. 
Tenderness and rigidity were intense and general- 
ized but most marked in the epigastrium. There 
was no palpable tumor or distention and no dullness 
in the flanks. A diagnosis of perforated peptic ulcer 
was made. At operation in which the abdomen was 
opened by a right perimedian rectus-displacing in- 
cision, the peritoneal cavity was found to contain 
gas and a serofibrinous exudate, and a perforation 
t in. in diameter was discovered on the posterior 
wall of the stomach near the lesser curvature, 2 in. 
rom the pylorus. The edges of the opening were 
ragged, white, and crumbling. The perforation had 
occurred through a saddle-shaped ulcer involving 
the lesser curvature and the greater girth of the 
stomach. In the lesser omentum there was a mass 
of hard glands. The perforation was closed with 
great difficulty on account of the friability of the 
tissues. Microscopic sections of the omental gland 
disclosed a highly cellular adenocarcinoma with 
no glandular arrangement whatever. The immedi- 
ate convalescence was uneventful, but on account 
of the metastases, a radical operation was not in- 
dicated. 

Analysis of the seventy-one cases collected from 
the literature shows that an exact pre-operative 
diagnosis of perforated carcinoma is possible and 
likely only if the gastric tumor has been diagnosed 
previously. In two-thirds of cases of perforated car- 
cinoma of the stomach the condition runs a fulmi- 
nant course with signs and symptoms closely re- 


sembling those of perforated peptic ulcer. In one- 
third, the perforation is more or less silent, pain and 
abdominal rigidity being slight or absent. In both 
of these groups the perforating tumor is nearly al- 
ways of the ulcerating variety and is often situated 
on the lesser curvature near the pylorus. In about 
50 per cent, metastases are already present when the 
perforation occurs. Primary cancer of the stomach 
tends to perforate atypically, the symptoms being 
either mild or gradual or death resulting in a few 
hours from septic peritonitis. The immediate opera- 
tive mortality approaches 60 per cent. Immediate 
gastrectomy has been successful in only seven cases. 
The safest and most effective treatment appears to 
be simple closure of the perforation supplemented 
by gastro-enterostomy and if removal is possible, 
later gastrectomy. Peritonitis may occur in cases of 
cancer of the stomach without actual perforation of 
that organ. Joun W. Nuzum, M.D. 


Friedenwald, J., and Feldman, M.: The Unstable or 
Irritable Duodenum: Clinical Observations in 
100 Cases. J. Am. M. Ass., 1934, 103: 2007. 

During the last few years clinicians have begun to 
recognize an unstable or irritable duodenum in addi 
tion to the ulcerated duodenum. The former may be 
responsible for a bizarre syndrome. ‘There still is 
much confusion in defining it. 

The cause may be unknown. When there is no 
evidence of organic disease, a nervous reflex or al 
lergy may be considered. In addition, there may be 
a mechanical etiological factor such as a congenital 
abnormality, adhesions, or compression of the duo 
denum. Especially important are the adhesive proc- 
esses secondary to chronic cholecystitis, viscerop 
tosis, or abdominal surgical procedures. Chemical 
causes are manifested by changes in the gastric 
secretion. 

The symptoms may simulate those of duodenitis, 
duodenal ulcer, cholecystitis, appendicitis, or any 
other abdominal disease. On the other hand they 
may be quite atypical, the patient complaining only 
of an abnormal appetite, nausea, emesis, epigastric 
discomfort, and headache. Abdominal pain is usu- 
ally absent. As a rule the diagnosis is based on a 
history of vague subjective neurotic symptoms such 
as headache, dizziness, insomnia, and exhaustion in 
a high-strung, neurasthenic, irritable, patient. Spas- 
ticity elsewhere in the gastro-intestinal tract, mani- 
fested by cardiospasm, pylorospasm, gastric spasm, 
or spastic colitis is common. Roentgen evidence 
affords a far more conclusive basis for diagnosis. The 
entire duodenum or any part of it may show dysfunc- 
tion plus irritability. There may be: (1) increased 
motility with frequent or infrequent emptying; (2) 
transient irregularities along the borders; (3) tran- 
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sient spastic manifestations; (4) tenderness and 
sensitiveness over the duodenum; and (5) absence of 
a definite ulcer filling defect. Although motility is 
markedly accelerated, the duodenal cap does not 
always empty itself completely enough. This is 
characteristic of the typical case. 

Therapy should be directed at the restoration of 
normal duodenal tone. This is accomplished best by 
regulation of the diet, rest, and improvement of the 
condition of the nervous system. 

SAMUEL J. FoGeLson, M.D. 


Kantor, J. L.: Regional (Terminal) Ileitis: Its 
Roentgen Diagnosis. J. Am. M. Ass., 1934, 103: 
2010. 


This article is a preliminary report based on six 
cases of regional ileitis surgically explored. In four 
of the cases the operation was performed and the 
pathological examination made at the Mount Sinai 
Hospital, New York, and in the two others they 
were carried out elsewhere. In the former the ulti- 
mate diagnosis was non-specific ulcerative granu- 
lomatous inflammation of the terminal ileum. In 
the latter the operation was done prior to the intro- 
duction of the term “regional ileitis,’’ but the find- 
ings were the same as those in the other cases as 
regards the presence of ileac thickening and ulcera- 
tion and the absence of new growth, tuberculosis, 
and other known specific inflammations and tume- 
factions. 

Pain and diarrhoea occurred in all of the cases, 
fever in five, malnutrition in four, and a mass in 
three. The patients were males ranging in age from 
sixteen to forty-two years. Three of them were in 
the early thirties. 

Kantor states that roentgen examination of the 
small intestine has not received sufficient attention. 
He advises frequent careful observation of a progress 
meal from the time the caecum begins to fill until 
the time the ileum should normally be empty. 

In regional ileitis not only the ileum but also the 
colon may show an abnormality. The involvement 
of the cecum is usually a spastic manifestation, but 
in some cases the disease process may involve the 
colon by adhesion or fistula formation. Under the 
latter circumstances the deformity of the colon will 
be fixed. 

The important changes in the ileum are a constant 
filling defect and frequently a dilatation of the loop 
proximal to the defect with stasis. In three of the 
cases reviewed the contour of the ileum proximal to 
the lesion seemed abnormal. The striking feature 
is the “string sign’’ representing the actual lesion. 
This is a thin, linear shadow, often irregular, sug- 
gesting a cotton string extending more or less con- 
tinuously from the last visualized loop through the 
filling defect to the ileocecal valve. 

The string-sign appearance must be differentiated 
from the streak-like filling of spastic segments of the 
small intestine. In the latter, the defect is inconstant, 
wider, denser, and smoother. The string sign is 
constant. 
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Regional ileitis must be differentiated also from a 
filled appendix and from tuberculoma, sarcoma, and 
syphilis of the terminal ileum. 

The author concludes that although the string 
sign is not necessarily pathognomonic of regional! 
ileitis, this condition should always be borne in 
mind when the string sign is found. 

Earv E. Bartu, M.D. 


Galli, R., and Bendandi, G.: An Experimental 
Study of Transplantation of the Ileoczcal 
Sphincter in Anastomosis Between the Smal/ 
Intestine and Colon (Studio sperimentale sul trap 
ianto dello Sfintere ileocecale nelle anastomosi fr. 
tenue e colon). Arch. ital. di chir., 1934, 38: 527. 


Aside from the extensive ileocolic resection fo: 
malignant disease, in which it is impossible to sav 
the ileocolic sphincter, there is a series of conditions 
(diverticulitis, chronic stasis of the proximal colon, 
benign tumors) in which ileocolic anastomosis is ad 
visable and it is important to preserve the sphincter 
The authors review the invagination methods of 
ileocolic anastomosis, the purpose of which is to re- 
construct a valvular apparatus and thus prevent re 
flux. The experimental technique recently devise: 
by Weiss has undoubtedly given good results, judge! 
functionally, roentgenologically, and anatomically, 
but may not be equally successful in man. With re 
gard to all procedures of this kind the doubt persists 
as to whether they would be efficient in every cas: 
and whether the valvular function would be per 
manent. 

The ideal procedure in the type of case under dis 
cussion would be to keep the end loop of the ileum 
with its sphincter intact and transplant it into the 
colon at the desired site. The first experiments to 
solve the problem were undertaken by Caucci in 
1917. As Caucci’s technique is attractive because of 
its comparative simplicity, Galli and Bendandi re 
peated and extended Caucci’s experiments. At the 
same time they made a study of the anatomy ani 
function of the sphincter and its appearance in dii 
ferent physiological states. They review the litera 
ture on the function of the sphincter from the classi 
cal conception that the valve is passive to the new 
theory that it is an active sphincter, a physiologica! 
entity with a regulating function. They state, how 
ever, that its morphology, function, and reflex co 
ordination with the rest of the intestine are not yet 
completely settled. 

In six dogs the authors did an oblique termino 
lateral transplantation of the ileocolic sphincter into 
the ascending colon at various distances from the 
cecum. The appearance of the valve was studie: 
roentgenologically in different conditions of the 
stomach (fasting and after a meal), and its cont'- 
nence was tested directly in the relaparotomized ani 
mals by hydrostatic pressure and roentgenological|\ 
after the administration of an opaque enema. 

The functional state of the sphincter always vi 
ried according to the filling of the stomach. When 
the stomach was secreting actively, the ileocolic 
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sphincter could not be forced, while in the fasting 
state it could always be made to yield to the pressure 
of anenema. These contrasting results are the best 
proof that the transplanted sphincter is capable of 
maintaining its structure and function. Apparently 
these will continue indefinitely if the anatomical 
conditions on which they depend are preserved. 
While in some cases the remaining colon was in- 
creased in size and its walls were hypertrophied, the 
end of the ileum showed practically no change. 

The authors conclude that the ileocolic sphincter 
is intimately connected reflexly with other parts of 
the gastro-intestinal tract and its action is deter- 
mined by a reflex of gastric origin. In the fasting 
condition the sphincter is incapable of opposing a 
colo-ileal reflux, while during digestion it is perfectly 
closed. In making a roentgenological diagnosis of 
insufficiency of the sphincter it must be remembered 
that there may be a physiological retrograde filling 
of the ileum without a lesion of the sphincter. 
lransplantation of the sphincter into the colon by 
Caucci’s method is technically easy, and the trans- 
planted sphincter will probably retain its function 
indefinitely. 

The article is illustrated and is followed by a bib- 
liography. M. E. Morse, M.D. 


Tassi, D.: The Value of a Negative Exploratory 
Puncture in Suppurative Appendicitis (Valore 
della puntura esplorativa ad esito negativo nelle 
appendiciti suppurative). Policlin., Rome, 1934, 
41: sez. prat. 2005. 

The author reports in detail seven cases of acute 
suppurative appendicitis and periappendiceal ab- 
scess in which a negative exploratory paracentesis 
was followed immediately by reduction of the fever, 
the oedema in the right lower quadrant of the abdo- 
men, the pain, and the leucocytosis and after a few 
hours by rapid disappearance of the inflammatory 
abdominal tumor. At operation performed later, 
the previous presence of an inflammatory process of 
the appendix was proved. 

Tassi attributes the favorable effect of the explor- 
atory puncture to a humoral modification—an 
‘autohamo-autosero-autovaccination” — following 
the small hemorrhage produced by the passage of 
the needle through the abdominal wall. 

A. Louis Rost, M.D. 


Costa, G.: Postoperative Appendiceal Fistulze 
(Contributo allo studio delle fistole entero-cutanee 
post-operative-appendicitiche). Clin. chir.. 1934, 
10: IIIS. 

The author reports five cases of postoperative 
appendiceal fistula. The first case was one of tuber- 
culous typhlo-appendicitis in which chronic tuber- 
culosis was complicated by acute inflammation of 
the appendix; the second, one of suppurative appen- 
dicitis following a primary carcinoma of the ap- 
pendix; the third, one of true appendicitis in which 
operation was performed on the twenty-fifth day, in 
the period of suppuration; the fourth, one of ordi- 
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nary acute appendicitis with an infiltration not yet 
absorbed, in which operation was performed on the 
sixty-second day after the beginning of the disease; 
and the fifth, one of true acute appendicitis in which 
operation was performed on the third day of the 
attack. The stercoraceous fistula in these cases 
developed at various periods after operation. 

On the basis of these cases and a review of the 
literature Costa discusses postoperative appendiceal 
fistula in general and divides them into two groups 
those due to a pathological condition such as cancer 
or tuberculosis and those resulting from defects in 
the technique of operation. He states that the 
higher the perforation the greater the danger. The 
treatment of such fistula is surgical. The operation 
may consist of lateral enterorrhaphy, enterectomy, 
simple entero-anastomosis, or entero-anastomosis 
followed by enterectomy. The choice of procedure 
must be determined by the requirements of the 
particular case. Auprey Goss MorGan, M.D. 


Mitchell, G. A. G.: The Innervation of the Distal 
Colon. Edinburgh M.J., 1935, 42: 11. 


Our knowledge of the autonomic nervous system 
is still very incomplete. Surgical! intervention has 
far outstripped anatomical and physiological knowl- 
edge. As a result, operations based on false concep- 
tions have done much to discredit legitimate surgery 
of the autonomic nervous system. The practical ad 
vantage and importance of an exact knowledge of 
the anatomy of the autonomic nerves are obvious. 
This discussion of the innervation of the distal 
colon is based on dissections of fifteen stillborn babies. 

The distal colon is plentifully supplied with nerves 
arising from several sources and pursuing different 
pathways. Lying between the origins of the mes- 
enteric arteries, on the anterior and anterolateral 
aspect of the aorta, are delicate bundles of nerve 
fibers, from four to twelve in number, which are dis- 
posed in the shape of a closed fan with the narrower 
end upward or in the form of two or three discrete 
bundles. These are called the intermesenteric 
nerves. 

Above, the intermesenteric nerves are continuous 
with the coeliac plexus and communicate with the 
aorticorenal ganglia. Below, some of their fibers 
form a plexus around the origin of the inferior mes- 
enteric artery and others pass directly downward 
into the superior hypogastric plexus. Between, they 
are united by several fine branches, but a true plexus 
is formed only in a few instances where the fibers 
interlace at the lower ends. Opposite the hilum of 
each kidney these nerves give off from two to six 
slender branches which pass to the aorticorenal 
ganglia or directly to the renal plexuses. In most 
cases an additional one or two delicate branches pass 
upward and outward from the outer and lower parts 
of the intermesenteric nerve group to take part in 
the formation of the renal plexuses. At their lower 
ends these nerves communicate with the inferior 
mesenteric plexus and appear to be more constant 
on the right side, 
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The intermesenteric nerves are joined laterally on 
both sides by three or four rami from the upper half 
of the lumbar sympathetic chain. The upper ramus 
(or rami) joins the intermesenteric nerves directly. 
The lower two not uncommonly fuse before they join 
the termination of the intermesenteric nerves or the 
beginning of the superior hypogastric plexus. These 
rami are called the “lumbar splanchnic nerves.” 
The plexus which surrounds the inferior mesenteric 
artery is formed by branches from the intermes- 
enteric and lumbar splanchnic nerves. It is gener- 
ally agreed that the main sympathetic supply of the 
distal colon passes through the inferior mesenteric 
plexus and its branches. By some it is maintained 
that parasympathetic fibers also reach the colon by 
this route. The sympathetic fibers pass through the 
lumbar splanchnic nerves and by way of the inter- 
mesenteric nerves from the coeliac plexus. 

The inferior hypogastric or pelvic plexuses are 
situated on each side of the rectum or bladder. They 
are composed of an intricate meshwork of nerve 
fibers embedded in firm connective tissue. 

In summarizing the author states that the distal 
colon receives its nerve supply from two main 
sources: (1) the inferior mesenteric plexus, and (2) 
the hypogastric nerves and plexuses. The former 
supply is mainly and possibly entirely sympathetic 
in nature. In the latter there may be both sym- 
pathetic and parasympathetic fibers, but para- 
sympathetic elements predominate. 

Joun W. Nuzum, M.D. 


Hunt, E.: Cancer of the Lower Colon (Sigmoid) 
and Rectum. New England J. Med., 1934, 211:849, 


The treatment of cancer of the sigmoid and rectum 
has become more promising with improvement in 
the diagnosis and in the safety and efficiency of the 
operative technique. According to Jones, 12 per 
cent of all carcinomata occur in the intestina! tract, 
70 per cent of intestinal carcinomata occur in the 
rectum, and roo per cent of rectal carcinomata may 
be correctly diagnosed. 

Hunt states that a new point of view must be 
developed in the minds of both laymen and physi- 
cians as to the relative safety of surgery and the 
curability of cancer of the sigmoid and rectum. It 
is lamentable that so large a proportion of persons 
with cancer of the sigmoid and rectum are first 
seen by the surgeon too late for operation. In the 
public institutions of America from three-fourths 
to four-fifths of patients with cancer of the rectum 
are inoperable at the time of their admission and 
the remainder are on the borderline of operability. 
In private cases, however, the incidence of operabil- 
ity ranges from 32 to 60 per cent. 

In cases in which radical operation is possible 
and is performed by experienced surgeons the mor- 
tality has been reduced remarkably. Coffey report- 
ed a series of forty-seven cases in which there were 
only two deaths, and the Lahey Clinic a series of 
forty-five cases with no deaths. Moreover, the 
incidence of five-year cures seems to be higher in 


cases treated by radical operation than in those 
treated by lesser procedures. 

If the incidence, morbidity, and mortality of 
cancer of the colon are to be generally lowered in 
keeping with the demonstrated possibilities, the 
improvement must be brought about by education. 
The laity and physicians must be taught to recognize 
the importance of initial symptoms such as a change 
in bowel habit, pain, and bleeding; practitioners 
must be induced to apply faithfully all the diag 
nostic measures at their command, including 
abdominal palpation and digital, proctoscopic 
chemical, microscopic, and roentgenological exam 
inations; and surgeons must master the difficult 
and often tedious technique of preparation, opera 
tion, and after-care. 

Among the difficulties confronting the surgeo: 
who wishes to perform a suitable radical operation 
is the almost universal horror of an abdominal anu 
on the part of physicians as well as laymen. Thi- 
attitude does not seem justified by the experience « 
persons with a properly made colostomy that is 
reasonably well cared for. Many lives have been 
sacrificed and much misery has been endure: 
because of the refusal to submit to colostomy 

It is quite generally held that in lesions of the leit 
colon a one-stage resection with immediate closure 
is unsafe because of the storage function, the 
abundant growth of bacteria, and the tendency 
toward obstruction in this part of the colon. There 
fore, in the majority of cases of such lesions th 
author performs a preliminary cecostomy or 3 
permanent colostomy. The use of the Mikulic, 
procedure lessens the danger of shock and avoids 
that of intraperitoneal leakage, but may introduce 
dangers of its own besides greatly extending the 
period of hospitalization. After the performance of 
a cecostomy for its detoxifying action, the surgeon 
may still perform the Mikulicz operation if he 
doubts his ability to carry out a resection in con 
tinuity with safety. The importance of spinal 
anesthesia and blood transfusion is discussed. 

The author reports eighteen cases in which a 
radical operation was performed according to the 
principles outlined in the period from 1923 to 1933 
The operative mortality was 17 per cent. Five (28 
per cent) of the patients died of recurrence. One 
could not be traced but is known to have been free 
from recurrence a year after the operation. Fifty 
per cent of the patients are still alive and free from 
recurrence. Maurice Meyers, M.D 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Lenormant, C., Bertrand, I., and Patel, J.: Con- 
siderations on Solitary Pedunculated Adenoma 
of the Liver. Case Report (Considérations su’ 
l’adénome solitaire pédiculé du foie—a propos d'un 
observation personelle). Presse méd., Par., 1034 
No. 92, 1829. 


Solitary circumscribed adenomata occurring in the 
liver in the absence of hepatitis are relatively rare 














LC 


of 


yn 








They are usually found at operation or autopsy. Of 
the cases reported, the tumor was diagnosed clini- 
cally in only two. 

The case reported by the author was that of a 
woman twenty-two years of age who complained of 
intermittent abdominal pain and a sense of heavi- 
ness in the epigastrium which had begun two years 
previously and had been followed by the appearance 
of an abdominal tumor. 

Physical examination revealed a painless, smooth, 
rounded mass, the size of the head of a newborn 
infant, which extended below the umbilicus and 
seemed to be attached to the liver. On roentgeno- 
graphic examination the attachment to the liver 
appeared to be confirmed and the diagnosis rested 
between adenoma and hydatid cyst. The reactions 
of Weinberg and Casoni being negative, the final 
diagnosis was adenoma of the liver. 

Operation disclosed a nearly black tumor, the size 
of the head of a newborn infant, which was attached 
to the anterior border of the right lobe of the liver 
by a pedicle from 9 to ro cm. in diameter. On the 
surface of the neoplasm, which was relatively 
smooth, were numerous tortuous dilated veins. The 
liver was free from other nodules. The tumor was 
resected by a wedge-shaped incision and the defect 
closed by U sutures and covered with omentum. 
Uneventful recovery resulted. 

Microscopic examination of the tumor revealed 
in some areas a cord-like arrangement of epithelial 
cells closely resembling normal liver. Between the 
cords were endothelium-lined sinusoids. In other 
areas the epithelial cells formed acini containing a 
minute amount of fluid. At no point were there 
cysts. The stroma consisted of rather dense thick 
bands dividing the tumor into lobules. 

In discussing the treatment the authors emphasize 
the difficulty of obtaining haemostasis. 

ALBERT F, De Groat, M.D. 


Baroni, B.: Studies and Researches on Intramural 
and Interstitial Calculi of the Gall Bladder 
(Studi e ricerche sulla calcolosi “‘intramurale”’ e sulla 
calcolosi “interstiziale’”’ della cistifellea). Arch. ital. 
di chir., 1934, 38: 273. 


The author presents a fairly complete review of 
the literature on intramural and interstitial calculi 
of the gall bladder. Such calculi are relatively un- 
common. Early investigators were of the opinion 
that intramural calculi were ordinary small gall- 
bladder calculi which had become included in the 
wall of the gall bladder through lesions in the 
mucosa. Others believed that they were formed 
within the wall of the gall bladder and regarded 
the so-called glands in the gall-bladder wall de- 
scribed by Luschka as of importance in their 
formation. 

Baroni reports.three cases of intramural calculi 
of the gall bladder. The history in these cases was 
the same as that in most cases of gall-bladder 
disease. In two cases roentgen studies showed no 
filling, and in one case, only faint evidence of filling. 
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In the first case the intramural calculi were not 
diagnosed at operation, but on the basis of the study 
of this case the pathological anatomy was recognized 
readily at operation in the second and third cases. 
Macroscopic study of the specimens showed an 
increase in the size of the gall bladder in two cases 
and a decrease in one case. The wall of the gall 
bladder cut with some difficulty. Small hard 
masses could be seen and felt within it. The wall 
was pink and presented nodular yellow areas, in the 
centers of which the calculi were visible. The 
calculi were located irregularly in the peritoneal as 
well as the aperitoneal portions of the gall bladder 
and were at various depths from the surface. Most 
of them were in the subserosa and muscularis, but 
some were in the submucosa. In a few instances the 
surface of a calculus was exposed in the lumen of 
the gall bladder. The calculi varied in number in 
the three cases. They were usually friable and often 
of a deep chestnut color with at times streaks of 
dirty yellow. They varied in size from that of a 
pinhead to about 1 cm. in diameter. Grossly, the 
mucosa was hypertrophic and presented round, 
scar-like areas up to 5 mm. in diameter with in 
definite margins, which were often a dark green but 
sometimes yellow in the center, elevated above the 
level of the mucosa, and either bare of mucosa or 
covered by a tense smooth mucosa. ‘These elevated 
areas corresponded to the areas containing the 
calculi. 

Histological study yielded findings which tended 
to be different in the three specimens and were not 
easily correlated. In the first specimen there was a 
thickened mucosa much like that of strawberry 
gall bladder with hypertrophy of the tunica mus 
cularis and hyperplasia of the connective tissue in 
the submucosa and subserosa. ‘Tubular invagina 
tions of the mucosa (which may be called Luschka 
canals) were present. These sometimes extended to 
the subserosa and often contained calculi of various 
dimensions. Immediately surrounding the calculi 
the mucous membrane was much like that in the 
gall bladder. Perivascular infiltration was noted 
especially in the areas surrounding the canals. 
There was some histiocytic and fibroblastic prolifer- 
ation, and some lipoid degeneration of the cells. In 
certain areas the stones were invested by con- 
nective tissue without intervening epithelium. 

In the second case the findings were similar except 
that many of the spaces were not related to the 
Luschka canals but were rather isolated new 
cavities. The tissues surrounding these cavities 
were composed chief.y of epithelioid cells and were 
involved by some phase of a degenerative process 
or by lipoid infiltration, containing granules of 
bilirubin, calcium, cholesterin and its esters, and a 
yellow pigment. These substances fused to form 
small calculi which in turn sometimes fused. 

In the third case the mucosa was hypertrophic but 
without villi and was poor in Luschka canals. The 
submucosa was the site of foci of cellular infiltra- 
tion and connective tissue hyperplasia. There was 
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some atrophy of the smooth muscle. The spaces 
noted were much the same as those in the second 
case, not Luschka canals. 

On the basis of these findings the author attempts 
to explain the formation of such calculi. He believes 
that in the beginning there are present in the sub- 
mucosa and subserosa connective tissue cells with 
morphological characteristics between those of the 
fibroblast and epithelioid cell but more rounded, 
presenting a poorly stained nucleus and a granular 
cytoplasm, and containing some doubly refractile 
bodies. These cells soon disintegrate and become 
infiltrated with fat. In this stage small granules of 
bilirubin and cholesterin esters appear together. 
Soon the cell disappears entirely, leaving only the 
détritus of cholesterin, fats, bilirubin, and calcium. 
Epithelioid cells surround this material much as 
they would surround a foreign body and form 
foreign body giant cells. These cells eventually 
become involved in the degenerative process and 
their détritus forms a covering for the original 
nidus. The process is then repeated a varying num- 
ber of times. This precipitation seems to occur 
periodically as similar phases of it are often noted 
in different parts of the same specimen. Such a 
process may take place anywhere within the wall 
of the gall bladder quite independently of an 
epithelial coating and without communicating with 
the lumen of the gall bladder. 





INTERNATIONAL ABSTRACT OF SURGERY 


The indications are that these intramural calculi 
have a dual origin—one within the Luschka canals 
and the other truly interstitial following the process 
described or some similar process. The causes of 
calculi formed in the canals are probably similar to 
those of gall stones in general, whereas the calculi 
formed interstitially are related primarily to de 
generation and calcification without inflammation 
or infection. The author believes that the basic 
changes may be related to the changes in straw- 
berry gall bladder. 

A fairly complete review of the literature and 4 
complete bibliography are presented. 

A. Louts Rost, M.D. 


Webb-Johnson, A. E., and Muir, E. G.: Cysts in 
the Region of the Pancreas: With Notes of a 
Case. Brit. J. Surg., 1934, 22: 241. 


Cystic tumors in the region of the pancreas are 
among the least common of all abdominal cysts. A 
woman fifty-two years of age was operated upon 
for a cyst 1 ft. in diameter which lay behind the 
pancreas and was attached to the spleen by venous 
channels. The wall of the cyst was formed main] 
of fibrous tissue, but contained definite muscle 
fibers. The nature of the muscle could not be deter 
mined. The presence of muscle fibers in the wall 
and the septa of the cyst suggested a teratomatous 
origin. GeorcE A. Cottett M.D. 


























UTERUS 


Lukacs, M.: The Action of Thymophysin—Extract 
of Thymus and Hypophysis—on the Contrac- 
tions of the Uterus. Its Use in Obstetrical 
Therapeutics (L’azione dell’estratto biglandolare 
associato del timo e ipofisi ‘“thymophysin”’ sulle 
contrazioni uterine. Suo uso nella pratica terapeutica 
ostetrica). Riv. ital. di ginec., 1934, 17: 305. 

The author states that thymophysin, a combina- 
tion of extract of the thymus and extract of the 
posterior lobe of the hypophysis, was first reported 
as a new remedy by Temesviary at the Gynecological 
Congress held in Vienna in 1925. ‘Temesv4ry’s 
report was a sequel to the reports of other investiga- 
tors who demonstrated indications and contra- 
indications for the use of pituitrin and discovered 
that extract of the thymus is capable of increasing 
the contractions and the muscular tone of the 
uterus. 

To prepare thymophysin, Lukacs used commercial 
thymus extract as well as his own extract. In a 
series of experiments he found that when extract of 
the thymus gland was used with an extract of the 
posterior lobe of the hypophysis it prolonged the 
effect of the hypophyseal extract. 

In obstetrical practice Lukacs has used thymo- 
physin to increase the pains in primary and second- 
ary inertia, in the period of dilatation from 2 cm. to 
complete dilatation, in the period of expulsion, in 
the cases of elderly primipare and multipare with 
an intact or ruptured bag of waters, in premature 
and early rupture of the membranes, in marginal 
and lateral placenta previa, and in normal labors in 
which there were fetal indications for its use. He 
has had no opportunity to confirm the results ob- 
tained with it by others in polyhydramnios, twin 
births, rigidity of the portio, hypoplastic uterus, or 
deformity of the pelvis of the first grade. 

He regards the use of thymophysin as contra- 
indicated by marked deformity of the pelvis; hydro- 
cephalus; fetal macrosomia; shoulder presentation; 
spastic and tetanic contractions; threatened rup- 
ture of the uterus; grave nephritis, especially that 
associated with hypertension, headache, and visual 
disturbances; decompensated cardiopathy; diffuse 
arteriosclerosis; and myocarditis. 

The thymophysin is injected intramuscularly 
(into the gluteus muscle), not by vein. The syringe 
must be free from alcohol as alcohol diminishes the 
action of the thymophysin. 

To induce premature labor or hasten protracted 
labor the thymophysin was given sometimes in 
doses of 0.2 c.cm. repeated at intervals of twenty- 
five or thirty minutes after the previous adminis- 
tration of castor oil or an enema and sometimes 
in doses of 0.5 c.cm. It was found that the uterus 
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reacted sooner and more positively to doses of 0.5 
c.cm,. 

In primary or secondary inertia in the period 
of dilatation, 1.1 c.cm. was generally given and 
repeated, if necessary, after an hour. The uterus 
began to contract after from three to ten minutes. 
The contractions lasted for from thirty-five to forty- 
five seconds and always showed a_ physiological 
rhythm, being repeated every two or three minutes. 
They continued to occur to the end of labor. 

The value of the extract is apparent especially in 
cases of premature and early rupture of the mem- 
branes in which there is great danger of infection 
of the mother and danger of asphyxia and death of 
the child necessitates rapid delivery. 

After reporting eight illustrative cases the author 
draws the following conclusions: 

1. The action of thymophysin on the uterine 
musculature is rapid and certain, provoking intense 
contractions which are always within physiological 
limits and continue for many hours. 

2. Thymophysin is specific for uterine inertia in 
the period of dilatation. 

3. A single dose should not exceed 1 c.cm. If 
necessary this dose may be repeated after an hour. 

4. The injection should be intramuscular (glu 
teus, thigh). 

5. Thymophysin should not be given during 
uterine fatigue. 

6. The sooner its administration after sensitiza 
tion of the uterus the surer its effect. It acts only on 
a uterus already sensitized, that is, after the pains 
of labor have already begun, or on a uterus that has 
been sensitized by small successive doses of thymo 
physin. 

7. Labors influenced by thymophysin are charac- 
terized in general by a rapid course not only during 
the second stage but also during expulsion of the 
placenta, and by a normal loss of blood. 

8. Thymophysin never causes tetaniform con 
tractions, and has no direct action on the blood 
pressure. 

g. It may prove of great aid in operative inter- 
ventions, especially the use of forceps. 

CLARA RAVEN 


Ahltorp, G.: On Spontaneous Rupture of the 
Myoma Capsule. Acta obst. et gynec. Scand., 1934, 
14: 368. 

The author reviews the seven cases of spontaneous 
rupture of a myoma capsule which he was able to 
find in the literature and reports a case of his own. 
The latter was the case of a woman forty-three years 
old who had a solitary myoma the size of a man’s 
head. A sudden, moderately painful enlargement 
of the abdomen occurred. At operation two weeks 
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later, a part of the myoma as large as two fists was 
found extruded through a rupture in the capsule and 
adherent to the transverse mesocolon. 

The cases reported in the literature show that 
rupture of the capsule of a myoma may result from 
disturbances in the nutrition of the myoma ac- 
companied by rapid growth of the tumor; pressure 
necrosis in the capsule; and reduction of the elas- 
ticity of the capsular tissue with maintenance of 
the contractile power of the uterus. 


Hinselmann, H.: Ten Years of Colposcopic Diag- 
nosis of Carcinoma (Zehn Jahre Carcinom-Diag- 
nose mit dem Kolposkop). Alin. Wcehnschr., 1934, 
2: 1561. 

The colposcope was constructed and introduced 
into the technique of gynecological diagnosis ten 
years ago. While it was originally intended for the 
detection of carcinoma of the portio not detectable 
with the naked eye, it has proved of value also in the 
study of advanced carcinoma of the portio. Even 
when the diagnosis of advanced carcinoma has been 
satisfactorily established, the colposcope permits a 
considerably more exact and sure determination of 
the limits of the tumor than is possible with the 
naked eye. It shows which parts are already in- 


volved in the carcinomatous growth and which are ° 


still free. This determination is of great value espe- 
cially in the choice of the site for biopsy. In this 
manner the colposcope prevents an uncertain or 
possibly negative diagnosis due to removal of the 
biopsy specimen from the wrong place. It shows 
also dependably and exactly the extension of the 
carcinomatous process on the surface, thus prevent- 
ing the surgeon from making the line of excision in 
the carcinomatous area instead of in healthy tissue. 
In the early diagnosis of carcinoma the colposcope 
has fulfilled anticipations in a different manner than 
was expected at the time it was constructed. 

The initial changes of carcinoma are not, as one 
might assume, the advanced changes on a smal] 
scale. In general, incipient carcinoma is not mani- 
fested as a small tumor or ulcer. Its occurrence in 
this form is exceptional. Of 120 incipient carci- 
nomata diagnosed with the colposcope in the course 
of ten years, only 12 were in the form of small cir- 
cumscribed ulcers or nodules. 

In order to understand the true form of incipient 
carcinoma it was necessary to go back and start 
empirically. For the changes representing the initial 
stagesof carcinomaof theportioit was found advisable 
to make up a new nomenclature and classification 
although in some of the cases the findings corre- 
sponded to the microscopic changes that had here- 
tofore been considered the signs of incipient carci- 
noma. For practical reasons use of the term “ pre- 
cancerous”’ should be avoided. Moreover, in order 
not to anticipate new microscopic conceptions, it is 
better not to use the term “beginning carcinoma.” 
Perhaps in the future it will be found necessary to 
enlarge the classification now proposed. For in- 
stance, to designate as 4c a the type now known as 


4c (hyperplasia of atypical keratonizing epithelium 
involving the acinous glands) when the hyperplastic 
epithelium is limited to the excretory ducts of these 
glands, and as 4cg when the fundus of the glands 
has become involved, designating as Type 3 that in 
which the hyperplastic atypical epithelium is en 
tirely superficial. 

For the correct performance of colposcopy, two 
requirements must be met. First, a complete colpo 
scopic examination must be made of every patient 
When this is neglected the practitioner deprives him 
self of the advantages of colposcopy. It cannot be 
said that a clinic performs colposcopy if it does no! 
insist that this basic rule be followed. Any deviation 
from this rule means that the incipient stages o! 
carcinoma of the portio are not always discovered. Th: 
second requirement is that there be subsequent con 
trol by means of microscopic examination, particu 
larly when the carcinoma has not yet ulcerated. |i 
the colposcopic findings are not followed by histo 
logical studies a correct understanding of the 
pathological changes on the surface of the portio i: 
general and in the early stages of carcinoma in pa: 
ticular is impossible. 

(SCHILLER). JOHN W. BRENNAN, M.D 


Klaften, E., and Navratil, E.: Sarcoma of the 
Uterus and Vagina (Ueber Sarkome des Uteru 
und der Vagina). Zentralbl. f.Gynaek., 1934, p. 2170 


The authors made a statistical study of the sai 
coma material of the First Gynecological Clinic o/ 
the University of Vienna covering the period from 
1921 to 1933. Of the 1,538 cases of myoma operate: 
upon during this period, sarcoma was found in 4 
(2.8 per cent). This incidence of sarcoma is in agree 
ment with that given in other reports from Vienna 
Of the 1,755 cases of uterine carcinomata observe: 
during the same period, the tumor was in the corpu 
in 166, in the cervix in 1,492, and in the vagina in 
97, whereas of the 44 cases of sarcoma the tumo: 
was in the corpus in 36, in the cervix in 6, and in th 
vagina in 2. For every 4.6 carcinomata of the corpus 
there was 1 sarcoma of the corpus; for every 248. 
carcinomata of the cervix, 1 cervical sarcoma; ani 
in general, for every 40 uterine carcinomata, 
uterine sarcoma. 

Sarcomata of the corpus uteri are divided into 
sarcomata of the wall and sarcomata of the mucou: 
membrane. Of 30 sarcomata of the wall of the 
uterus, 25 were sarcomata arising in myomata, an 
indication of the tendency of myomata to undergo 
sarcomatous degeneration. The symptoms of sa! 
comata in myoma are indistinguishable from the 
symptoms of myoma. The failure of roentg« 
castration for treatment of myoma may be an 
important finding. The ages of the patients in this 
group ranged from twenty-six to fifty-five years 
whereas diffuse sarcomata of the wall and of the 
mucous membrane were found only in women ove! 
forty-five years. A familial tendency toward m« 
lignant tumor formation could be determined in 
only 1 instance. In 5 cases, sarcomata were foun‘! 
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in purely submucous myomata. Once tuberculosis 


was found combined with sarcoma. The mortality 
in this group was 16 per cent. Twenty-one of the 
patients are still living. Thirteen have survived 
for five years. All were treated surgically. 

On histological examination the most common 
findings were spindle-celled sarcoma (7 cases) and 
myocellular sarcoma (5 cases). 

Even in cases of diffuse sarcoma of the wall of the 
uterus and sarcoma of the mucous membrane there 
was nothing characteristic in the history. The 
prognosis in this group was definitely less favorable, 
only 2 of the 7 patients surviving for one year. Some 
of the patients were treated by operation and some 
by irradiation. 

The symptoms of sarcoma of the cervix were 
similar to those of carcinoma of the cervix. In one 
case the former condition was thought to be a 
cervical carcinoma and was treated by radical 
vaginal operation. Of the 5 cases, 2 were operated 
upon and 3 were treated by irradiation. The 2 
patients who were subjected to operation remained 
cured for four and eight years, respectively; and 2 
of the 3 who were treated by irradiation survived 
for more than five years after the treatment. 

Both of the vaginal sarcomata were soon fatal. 

In all cases in which autopsy was performed wide- 
spread metastases were found. 

Most cases of diffuse sarcoma of the uterine wall 
and uterine mucous membrane come for treatment 
at a relatively advanced stage. Consequently, the 
prognosis is more unfavorable. In the cases re- 
viewed no permanent cures were obtained. 

Of the cases of sarcoma of the cervix, a permanent 
cure was obtained in 3. One of the patients treated 
for this condition was still alive after more than 
three years. (Frommortr). Jacos KE. Kiern, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Wallart, J.: The Rete and the Segmentary Ar- 
rangement of the Ovary (Le rete et la disposition 
segmentaire de l’ovaire). Gynéc. et obst., 1934, 30: 
517. 


The rete ovarii, an epithelial formation sometimes 
found in the hilus of the ovary, has received little 
attention from investigators within recent times. 
The author, who has made extensive investigations 
of this structure in human beings as well as in 
animals, is of the opinion that it may have some 
physiological significance. 

To demonstrate the rete, which varies consider- 
ably in appearance at different stages of sexual 
maturity and under pathological conditions, serial 
sections of ovaries are necessary. The rete is found 
within the longitudinal axis of the hilus. It con- 
sists of groups of epithelial tubes and strands. In 
the fetus and the, newborn infant and during the 
lirst years of life these epithelial ramifications usually 
do not possess any distinct lumen, although excep- 
tionally they present minute spherical or oblong 
cysts. At the time of puberty the epithelial cells 
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change in appearance and the tubes show distinct 
lumina although their general arrangement and 
axial direction remain unchanged. The epithelial 
cells, which are sometimes cuboidal and sometimes 
cylindrical, have larger rounded or oval nuclei con 

taining grains or filaments of chromatin and one 
or two nucleoli. The cytoplasm is granular, foamy, 
or vacuolar. During pregnancy and in certain 
pathological states (uterine fibroids) the rete in 

creases greatly in size, its tubules being filled with 
secretion which distends their larger lumina. The 
secretion stains with mucicarmine. Occasionally 
the epithelium, which secretes mucus, shows papil 

lary proliferations which occasionally invade the 
tubal lumina, producing a_ pseudo-glomerular 
appearance. The blood supply is very rich, espe- 
cially when the proliferation is most active. 

Of especial interest in the rete is its innervation. 
The nerve supply of the ovary is arranged in three 
large horizontal plexuses or layers extending to the 
level of the cortex and sending out ascending 
vertical branches. The first large plexus leaving 
the hilus provides the nerve bundles which surround 
each tubule of the rete and form a secondary sub 
mucous plexus. These are divided by further exten 
sions to the epithelium of the tubules to form a sub 
epithelial plexus. 

The rete communicates with the epoophoron at 
the cranial pole of the ovary. The author believes 
that it is derived from the wolflian body. It is the 
homologue of the rete testis in the male. Because 
of its rich nerve supply, Wallart believes it represents 
something more than a mere embryonic rest. 

The wolffian body, which plays an important 
directive réle in the organization of the gonad, is a 
segmented organ, various parts of which are respon 
sible for different ovarian structures. ‘The author's 
researches demonstrate a definite segmental arrange 
ment of the ovary which is determined by the rete 
groupings as well as by the corresponding nerves. 
Histological examinations frequently show this 
segmentation when certain portions of sections are 
seen to be perfectly normal whereas adjacent areas 
present well-defined sclerosis demarcated by the 
anatomical segments. This indicates that there is 
also a functional relationship between the rete and 
the nerves. The rete apparently exercises a trophic 
role in the economy of the ovary and probably also 
in that of the uterus. The author advances the 
hypothesis that the rete is one of the receptors or 
transformers of the “commands of the hypophysis 
upon the genital apparatus.”’ 

Wallart does not agree with those who claim 
that the rete and the wolffian body have no functions 
except those of excretory organs during embryonic 
life. On the basis of the recently acquired knowl- 
edge that other organs which lose their excretory 
ducts during embryonic life play important rdles 
in the post-embryonic period the hypophysis, for 
example—he believes that the rete will eventually 
be proved a structure of great importance. 


Haroitp C. Mack, M.D. 
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Mauro, M.: A Contribution to the Study of Ectopia 
and Inguinal Hernia of the Ovary. Two Cases 
of Congenital Ectopia of the Ovary and Tube 
in the Labium Majus (Contributo allo studio 
della ectopia e dell’ernia inguinale dell’ovario. A 
proposito di due casi di ectopia congenita dell’ovaio e 
della tromba nel grande labbro). Arch. di ostet. e. 
ginec., 1934, 41, 713. 


The author emphasizes that although hernia and 
ectopia of the ovary are often confused, there are 
distinct differences between them. The predisposing 
causes of ovarian hernia are persistence of Nuck’s 
canal, the presence of an inguinal sac, unusual size 
of the fosse or canals of the abdominal walls, con- 
genitally long ligaments, adhesion of the ovary to a 
herniated mesentery or intestinal loop, and repeated 
increases of intra-abdominal pressure. Deformity 
or disease of the reproductive organs may or may 
not be present. About 95 per cent of ovarian herniz 
are inguinal, and congenital hernia of the ovary is 
much more frequent than ectopia. When the ovary 
alone is found in the labium, the condition is a hernia 
and usually acquired. 

Ectopia of the ovary is caused by a fetal anomaly 
of the genital tract, a developmental abnormality of 
the muellerian ducts, or generally defective develop- 
ment of the internal genitalia. The descent of the 
ovary is stopped normally by fixation of the genito- 
inguinal (round) ligament in the uterine horn. How- 
ever, if the ligament extends to the base of the labium 
majus and if Nuck’s canal persists, the genito- 
inguinal ligament may exert traction on the ovary 
and pull it into the labium. The ligament then 
atrophies and the ovary remains in the depths of 
Nuck’s diverticulum, the upper part of which be- 
comes partially or wholly obliterated. In short, the 
normal obstacle to descent being absent because of 
defective genital development, the ovary passes 
through the inguinal canal by the same mechanism 
as the testicle. Physiologically interpreted, ovarian 
ectopia is due to lack of the normal stimulus (pos- 
sibly hormonic) to the completely feminine genital 
development. 

It is impossible to say how many cases of true 
ectopia of the ovary into the labium have been re- 
ported, but in general all simple “‘ congenital ovarian 
hernie’’ accompanied by genital anomalies should 
be considered as inguinal ectopia of the ovary. These 
are not extremely rare. The important criteria are 
the presence of a true sac containing the ovary (al- 
though this is not mentioned in the literature) and 
persistence of Nuck’s canal. The most common 
genital defects are absence and embryonic develop- 
ment of the uterus, and the next most common, fe- 
male hermaphroditism and unicornate and bicornate 
uterus. 

In connection with a review of the literature 
Mauro discusses the pathology, differential diag- 
nosis, complications, and treatment. 

Both of the patients whose cases are reported by 
the author were forty-two years old. One of them 
had had six, and the other, two, normal pregnancies. 


The first patient had had a painful, irreducible 
swelling in the left labium for eight years. She was 
admitted to the hospital for an acute attack asso 
ciated with an increase of the swelling, severe pelvic 
pain, nausea, and obstipation which began three 
days previously at the menstrual period. At opera 
tion, a true hydrocele, the size of an egg, was found, 
the adnexa being embedded in the wall of the sa 
A funiculus containing a duct resembling the vas 
deferens passed through the inguinal canal into th 
abdomen. The closed hydrocele sac was in imme 
diate contact with a peritoneal diverticulum which 
in turn constituted the sac of an external oblique 
hernia containing intestine. 

The second patient was considered to have had an 
inguinal hernia since childhood and was admitted tu 
the hospital during an acute attack similar to that 
of the first patient. The sac contained omentum in 
addition to the adnexa, and a structure suggesting 
the funiculus ran from the sac to the peritonea! 
cavity. 

The article is illustrated and is followed by 
bibliography. M. E. Mors, M.D. 


Siegmund, H.: The Resistance of the Ovary to 
Gonadotropic Hormones (Resistenz des Ovariums 
gegen gonadotrope Hormone). Zentralbl. f. Gynae/ 
1934, P. 2413. 

The author investigated the resistance of the gen 
erative glands to the gonadotropic hormones b\ 
studies of women and experiments on animals. This 
resistance is shown by a graded sensitiveness of th 
follicle to gonadotropic hormones and by the action 
of the sexual hormones formed in the mature fol 
licles and the corpora lutea upon the endocrine sys 
tem. Therefore it is not necessary to draw upon the 
new formation of follicles in the sexually mature 
ovary in animals to explain the resistance agains! 
gonadotropic hormones. The potency of the gonado 
tropic hormones depends upon the state of maturit) 
of the follicles. Primordial follicles of infantile 
ovaries do not react to gonadotropic hormones 
Follicles of juvenile ovaries which already show « 
tendency to form follicular fluid react to these hor 
mones, and the more mature they are the more rapi« 
and more physiological is their reaction. The pri 
mary follicles in the ovaries of mature animals are 
also invulnerable to the influence of gonadotropi: 
hormones under physiological as well as pathological 
conditions. Of the follicles which come under the 
same hormonal influences simultaneously in the 
menstruating organism, the most mature react the 
most quickly and most strongly to the liberated 
impulses of the hypophysis, and through their hor 
monal action upon the endocrine system (especiall; 
the hypophysis) prevent, for the duration of their 
function, the maturation of the next groups 0! 
follicles. 

This protective mechanism of the follicles shows 
not only that the primordial follicle is insensitive to 
gonadotropic hormones, but also that hormonal 
sterilization cannot be achieved by exhaustion ol 
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the entire follicular apparatus following the action 
of large amounts of gonadotropic hormones. Rats 
that were injected daily for four weeks with up to 
ioo rat units of prolan (2,600 rat units per rat in 
four weeks) became pregnant again with the first 
spontaneous ovulation, from two to three weeks 
following the termination of the injections. The 
exhaustion of the follicles under such pathological 
conditions depends not so much upon the size of the 
dosage as upon the duration of the hormonal effect. 
During pregnancy the physical processes and the 
hormonal strength must be balanced. If this bal- 
ance is upset in the animal by long-continued large 
doses of prolan and in woman by degeneration of the 
chorion to a mole or chorionepithelioma, disturb- 
ances of the physiological processes occur. These 
disturbances lead to marked exhaustion of follicles, 
but the ovary can meet them to a great extent. 
Observations made in the cases of four women 
with chorionepithelioma or hydatid mole and ovaries 
which appear to be destroyed by luteinization or the 
formation of gigantic lutein cysts show that pri- 
mordial follicles remain intact functionally in spite 
of an enormous hormonal influence so that even in 
such women the power of reproduction may be 
retained. (H. Siecmunp). Louts Neuwett, M.D. 


EXTERNAL GENITALIA 


Turpault, M.: How Should Persistent Vulvar Pru- 
ritis Be Treated? How Should Radon Be Used 
in Difficult Cases? What Result Can Be Ob- 
tained? (Comment traiter un prurit vulvaire 
rebelle? Comment employer le radon dans ces cas 
difliciles? Que peut-on en obtenir?) Compt. rend. 
Soc. frang. de gynéc., 1934, 4: 215. 

Cases of vulvar pruritis have been classified by 
Cotte as: (1) those due to local causes, (2) those due 
to general conditions (e.g., diabetes), and (3) those 
due to reflex causes. In addition there are cases of 
so-called “essential pruritis’” in which the cause 
cannot be determined. ‘The author is of the opinion 
that many cases of reflex and essential pruritis are 
due to subperitoneal cellulitis. These cases he 
classifies as due to regional causes. 

If removal or relief of the local or general cause 
does not effect a cure, Turpault uses radium emana- 
tion which he believes has a direct effect on the 
sensory nerves and acts secondarily by increasing the 
local blood supply. It is dissolved in water and 
applied by a compress for three-quarters of an hour 
daily or, preferably, as a spray given for ten minutes 
daily for one week and then every other day for 
about a month. If this treatment fails, the radium 
emanation is injected into the skin and subcutaneous 
tissues in the pruritic area. Two or three cubic 
centimeters of air containing 400 millimicrocuries of 
radon are injected into or just beneath the skin or, 
by a special technique, into the bases of the broad 
ligament in cases in which the condition is believed 
to be due to subperitoneal cellulitis. The author 
reports several cases. 
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In the discussion of this report, GAsQuET and 
PECKER stated that they had obtained successful 
results from the use of artificial radio-active water 
as a compress or spray. Neither of them had at- 
tempted injection into the broad ligaments. 

Max M. ZINNINGER, M.D. 


Wallis, O.: A Rare Connective Tissue Tumor in the 
Region of Bartholin’s Glands (Kine seltene Binde- 
gewebsgeschwulst im Bereiche der Bartholinischen 
Druese). Zentralbl. f. Gynaek., 1934, p. 2313. 

A fifty-six-year-old woman had noticed a grad 
ually enlarging tumor in the region of the right la- 
bium majus for two years. Recently the neoplasm 
had begun to interfere with walking. Four years 
previously the patient had undergone a supravaginal 
amputation of the uterus for myomata associated 
with slight prolapse of both vaginal walls. ‘The 
posterior part of the right labium majus was pushed 
forward by a firm, sharply demarcated tumor f the 
size of a pigeon’s egg at the level of the intritus. 
The tumor was movable and not sensitive to pres- 
sure. The overlying skin and mucous membrane 
were normal. The inguinal glands were not palpable. 
The tumor was extirpated. When opened, it was 
found to contain a white crumbly material. Follow- 
ing suture the wound healed by first intention. Re- 
examination two years after the operation showed 
no recurrence. 

The cut surface of the extirpated tumor presented 
a dry marrow-like brittle structure. ‘Two histolog 
ical examinations were made. 

The first was made by Maresch (Vienna). Maresch 
reported that there was sharp delimitation of the 
tumor from the neighboring tissues by a thickened 
capsule. The tissue consisted of thickly packed cells 
poorly delimited from each other which were sur- 
rounded and permeated by a reticular network and 
showed no epithelial elements. Some of the cells 
were spindle-shaped, but most of them were rounded 
and presented small cavities containing round, hom- 
ogeneous refractile inclusions. Fat was present only 
in the form of very fine droplets. In none of the 
sections examined was there evidence of Bartholin’s 
gland in the granular détritus of localized necrotic 
areas resulting from the inflammation. Because of 
the sharp delimitation of the tumor, its uniform 
structure without polymorphism or atypical growth, 
and the absence of numerous mitoses, Maresch 
diagnosed the neoplasm as a benign mesenchymal 
growth. 

Meyer (Berlin), who made the second histological 
examination, diagnosed the tumor as a fibrosarcoma 
with marked retrogression. He found a large amount 
of surrounding smooth muscle which had become 
transformed into hard fibrous tissue. Similar tissue 
was present in the septa of the tumor. Irom this he 
concluded that the tumor was located more in the 
musculature of the vagina near Bartholin’s gland 
than in the gland. The density of the cells, which 
did not always have sharp boundaries, and the 
nuclear anomalies suggested sarcoma. ‘The tissue 
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was very well supplied with vessels, particularly 
lymph vessels. 

Because ofits site, Wallis concluded that the tumor 
had its origin in the connective tissue supporting 
Bartholin’s gland. 

(ScHILLER). Jacosp E. Kiern, M.D. 


Schauffler, G. C., Duke, R., Crynes, S. F., and 
Schauffler, C.: Infection of the Immature 
Vagina; Observations and Results. A Study of 
189 Patients. West. J. Surg., Obst. & Gynec., 1934, 
42: 669. 

Of the 189 cases of infection of the immature 
vagina reviewed in this article, 108 were private 
cases and 81 were dispensary cases. The authors 
state that although it was formerly believed that 
children with such infection should be hospitalized, 
many hospitals avoided taking them as they regard- 
ed it unwise to group such children with children 
who were uninfected. Finally the conclusion was 
drawn that the dogmatic ruling in favor of hospitali- 
zation was fundamentally wrong. 

The authors report the organization of an out- 
patient clinic for such children. Children who are 
court cases and those who cannot be satisfactorily 
managed in their own homes are committed to the 
care of foster mothers under very close supervision 
by social service and visiting nurse agencies. There- 
by they are isolated from contact re-infection with- 
out hospitalization and are kept from being stig- 
matized in the community. They are scientifically 
treated and observed with kindly personal super- 
vision in private homes. 

The authors discuss chiefly a method of treatment 
devised on the basis of the suggestion of Gelhorn 
and Stein. In this procedure anhydrous lanolin 
with a 1 per cent content of silver nitrate is intro- 
duced into the infected vagina under sufficient pres- 
sure to cause a definite ballooning and thorough and 
prolonged application of the antiseptic. 

Of the 189 cases reviewed, only 99 are discussed 
in detail. The 90 others are excluded from detailed 
discussion because the condition was not a true 
vaginitis, the patient was still under treatment 
when the report was written, the patient did not 
complete the treatment, failed to return for re- 
examination, or received other treatment, or the 
diagnosis was questionable. 

Gonorrhoea was demonstrated by positive smears 
in 52.5 per cent of the g9 cases and was believed by 
the authors to have been the cause of the condition 
in a large number of those in which the smears were 
questionable or negative. A cure was obtained in 
41 (80.3 per cent) of 51 cases with positive smears, 
26 (81.2 per cent) of 32 with suggestive smears, and 
16 (87.5 per cent) of 16 with negative smears. 

In the dispensary cases, in which the duration of 
treatment before pronouncement of cure was longer, 
the incidence of recurrence was lower and the inci- 
dence of cure was higher than in the private cases. 

In the total number of cases the incidence of a 
single recurrence or re-infection was 25.2 per cent. 


It was found that children who have once suffered 
a vaginal infection are much more apt to contract a 
subsequent infection. However, the symptoms and 
active infection were relieved very much more 
easily and quickly in subsequent attacks than in 
the initial attack. 

Factors favoring recurrence or re-infection in 
clude systemic infections, enervating and fatiguing 
activities, proctitis, pin worms, masturbation, 
pyelitis, and foreign bodies. True endocervicitis, 
bartholinitis, and skenitis are seldom of importance 
in this respect. An examination for foreign bodies 
should be made in every case of suspected vagina 
infection. The presence of a foreign body is usuall\ 
manifested by a serosanguineous discharge. Loss of 
blood is seldom noted in the usual vaginitis. 

In smaller groups of cases various antiseptics wer 
employed, but none was as efficient as the authors’ 
method. The use of suppositories containing 
pyridium in a gelatin base was found of value as a: 
adjunct treatment. The application of cold quartz 
light with the orificial applicator was beneficial! 
The authors are convinced that this is a valuable 
supplement to other methods of ambulatory treat 
ment. In a small group of poorly selected cases th 
use of theelin was disappointing. Psychic trauma 
in the patients was due to a morbid attitude on the 
part of the physician or the parents. The danger of 
psychic trauma increased with the approach of 
puberty. Ropert M. Grier, M.D 


Trapl, J.: The Treatment of Primary Cancer of the 
Vagina (Behandlung des primaeren Scheiden 
krebses). Rozhl. Chir. a Gynaek. C. Gynaek., 1934, 
13: 83. 

The author reports 6 cases of primary cancer o/ 
the vagina which were operated upon according tu 
his technique. Two of the patients remained cured 
after five years. Altogether, 15 cases of primary 
cancer of the vagina were found among 623 cases o/ 
cancer of the cervix treated in the period from 1921 
to 1932. The condition is extremely malignant 
According to the reports in the world literature, an 
absolute cure is obtained in only from 6 to 18 per 
cent of the cases. The author gives a brief review of 
the different operative methods and describes his 
own method. The latter is a combination and mod- 
ification of the Cunéo-Picot method and the Amreich 
method. 

After an arch-shaped incision with the convex side 
anterior has been made in the perineum from on 
tuber ischii to the other, the vagina is dissected from 
the rectum, a vaginal cuff is made, and the para- 
vaginal and parametrial tissues are dissected free 
The posterior parametrial tissues and the rectum 
are then dissected, the cul-de-sac of Douglas is 
opened, and the transverse cardinal ligaments of the 
cervix and the uterine arteries are ligated and di- 
vided. The bladder and ureters are separated oli, 
and the vesico-uterine space is opened (according to 
the advice of Stoeckel, the bladder is separated on! 
slightly so that its contour is definitely elevated from 
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that of the vagina). The lateral parametrial tissues 
and the round and infundibulopelvic ligaments are 
divided. The peritoneum is closed by a suture in- 
cluding the adnexal stumps. The perineal wound is 
then sutured and the wound cavity tamponed. After 
the operation from 2 to 3 roentgen treatments are 
given. (FrrepL). Louis Neuwevt, M.D. 


MISCELLANEOUS 


Bishop, P. M. F., Cook, F., and Hampson, A. C.: 
Indications for the Clinical Use of Progestin. 
Lancet, 1935, 228: 139. 


The réle of progestin in normal menstruation is 
to produce the progestational phase of the endo- 
metrium and inhibit the spontaneous activity and 
responsiveness of the uterine muscle to oxytocin 
(from the posterior lobe of the pituitary). This réle 
persists during the first three months of pregnancy. 

When progestin is prematurely withdrawn during 
the menstrual cycle the uterine muscle undergoes 
violent and painful contractions giving rise to dys- 
menorrhoea. The result of the withdrawal of pro- 
gestin during early pregnancy is habitual abortion 
due to the return of the uterine contractions and 
withdrawal of the stimulus to decidua proliferation. 
Therefore, in both of these clinical conditions pro- 
gestin is indicated. 

In cases of menorrhagia and metrorrhagia in 
which no pathological condition is found in the 
pelvis and the abnormal bleeding is considered due 
to inadequate stimulation of the ovary by the pitu- 
itary gland, progestin is of value when administered 
with pituitary preparation. When the deficiency of 
pituitary secretion is so great that the ovary fails 
to secrete sufficient cestrin or progestin to stimulate 
the uterus, an infantile state of the pelvic structures 
results. Clinically, the menses are scanty and in- 
frequent and associated with dysmenorrhcea, or 
complete amenorrhoea occurs. Functional sterility 
may also be present. Large doses of cestrin are 
sometimes successful in developing the uterus to the 
adult size, and if they are followed by progestin, 
menstruation may ensue. 

On the basis of these facts the authors suggest 
the following dosage: 

Habitual abortion: One rabbit unit of progestin 
given daily for two months, the treatment being 
begun a month before the usual time of abortion. 

Threatened abortion: One rabbit unit of progestin 
administered daily until the signs of threatened 
abortion, that is, bleeding and pain, have disap- 
peared. Rest in bed is essential during this treat- 
ment. 

Functional menorrhagia: Extract of the anterior 
lobe of the pituitary gland given by injection up to 
500 rat units three times a week over a period of two 
months. The course may be repeated after an 
interval of a month or two. In the premenstrual 
phase and during the time of bleeding the extract 
should be given daily, together with 1 rabbit unit 
of progestin. 





GYNECOLOGY 433 


Dysmenorrhcea: One rabbit unit of progestin given 
as soon as the pain begins or a day or two previously, 
if possible, and continued until the period ceases. 

Uterine hypoplasia: The injection of 250,000 in 
ternational units of cestrin (in the form of di-hydro- 
cestrin benzoate) on the first, fourth, eighth, eleventh, 
and fifteenth days of the course, a total of 2,500,000 
units being given. On the nineteenth, twentieth, 
twenty-first, twenty-second and twenty-third days 
the administration of 1 rabbit unit of progestin. 
Menstrual bleeding may occur on any day up to ten 
days after the last injection of progestin. This 
course, as originally outlined by Kaufman, should 
be repeated. The success of the treatment is deter- 
mined by measuring the increase in length of the 
uterus. The treatment does not appear to be effec- 
tive in severe and long-standing secondary ame- 
norrhoea or in most cases of primary amenorrhcea. 

The authors admit the difficulty of evaluating the 
effect of progestin in threatened and habitual abor- 
tion. A. F. Lasu, M.D. 


Barringer, E. D.: The Treatment of Gonorrheea in 
the Female. J. Am. M. Ass., 1934, 103: 1825. 

This article is based on the cases of thirty women 
with genital gonorrhoea who were treated with grad- 
ually increasing doses of vaccine, five who were 
treated with small doses of vaccine, and thirty who 
were given only routine treatment. The vaccine was 
prepared by the New York City Bureau of Labora- 
tories from seven of the Torrey strains. 

The results, while not entirely conclusive, were 
sufficiently good to warrant further investigation. 
The vaccine treatment seemed a valuable adjunct 
in the acute and subacute cases and also in the 
chronic cases without a “mixed”’ infection. As the 
larger doses caused a considerable local and general 
reaction, the author questions the advisability of 
their use. The general impression was that vaccine 
therapy in conjunction with routine treatment may 
shorten the period of hospitalization. 

Henry S. ACKEN, Jr., M.D. 


Abruzzese, G.: The Constitutional Predisposition 
to Tumors of the Genital Organs in the Female 
(La predisposizione costituzionale ai tumori degli 
organi genitali nella donna). Riv. ital. di ginec., 
1934, Supp. Vol. 17. 

This article is based on a study of 219 females with 
extragenital tumors, 2,237 females with tumors of 
the genitalia, and 1,000 controls. The patients with 
extragenital tumors were studied to determine the 
occurrence of multiple tumors in association with 
genital tumors. All of the tumors were examined 
histologically. The 2,237 tumors of the genitalia in- 
cluded 1,159 fibromata of the uterus, 297 simple 
ovarian cysts, 147 malignant ovarian tumors, 167 
carcinomata and adenomata of the corpus uteri, 422 
carcinomata of the cervix uteri, and 45 vulvovaginal 
carcinomata. 

Heredity was found to be an important factor in 
the development of tumors as a history of malig- 
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nancy in other members of the family was 3 times as 
frequent in the cases of neoplasm as in the controls. 
Most commonly the history of malignancy was on 
the maternal side of the family. The hereditary 
tendency may be merely a general predisposition to 
tumor formation, but frequently is specific as to the 
site of the tumor. No histological specificity was 
noted except in the occurrence of fibromata. The 
coefficient of heredity was highest in cases of car- 
cinoma of the ovary, a fact which may be related to 
the malignant transformation of benign cysts. It 
was noted also that in the cases in which heredity 
was a factor the tumors appeared earlier in life. 

Tuberculosis: was rarely associated with carci- 
noma, but was found more often with simple cysts. 
Rheumatism, hepatic calculi, and metabolic diseases 
were often associated with fibromata. 

Carcinomata were most common in females of 
medium and quite normal development; fibromata, 
in those of the type classed as megalosplanchnic; and 
cysts, in those of the tall, thin asthenic type. Not 
infrequently the onset of puberty was retarded in 
females who later developed fibromata, whereas the 
reverse seemed true in those who developed ovarian 
tumors. This observation suggests that the associa- 
tion of fibromata and sterility is not a local phenom- 
enon, but likely to occur in a certain type of indi- 
vidual with utero-ovarian deficiency. Fibromata are 
often associated with underdevelopment of the 
secondary sex characteristics. 

The author suggests that the frequent association 
of carcinoma of the ovary with steci.ity may be due 
to a primary change in the ovary leading to imper- 
fect ovulogenesis. 

Carcinoma of the body or the cervix of the uterus, 
especially the latter, is closely related to pregnancy 
and the lesions incident to labor. This relationship 
is due not so much to the local lesions as to changes 
in the hormonal state of the organism which accom- 
pany and follow pregnancy, especially changes in the 
ovaries and hypophysis, both of which are stimu- 
lated and may remain hyperactive. 
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Lesions and scars of the vulva and vagina are o{ 
prime importance in the determination of the occur- 
rence of tumors in these sites. 

In the cases reviewed the author noted an unusual 
frequency of association of tumors of the vagina and 
uterus with tumors of the breast. No similar associa- 
tion was found between tumors of the ovary and 
breast. As there is no parallel frequency of occur- 
rence of benign tumors in the vagina or uterus an 
breast, it is possible that the malignant tumors de 
pend upon a common growth impulse in these organs 
due to a functional affinity of possibly hormona! 
origin. 

In a study of the sympathetic nervous system the 
parasympathetic system seemed to be dominan| 
especially in cases of fibroma, regardless of the loc: 
tion or size of the tumors, and to a lesser degree in 
cases of carcinoma. Dominance of the sympatheti: 
nervous system was noted frequently in cases of 
cysts. A. Louts Rost, M.D. 


Manzi, L.: The Retraction of the Fornix and the 
Left Parametrium in Hypoplasia of the Geni- 
talia (La retrazione del fornice e del parametriv 
di sinistra nelle ipoplasie della sfera genitale). Arc/ 
di ostet. € gi.lec., 1934, 4: 515. 


The author reports his observations in the cases 
of thirty-eight women of child-bearing age with 
so-called genital hypoplasia. In these patients he 
found a marked resistance in the left fornix extend- 
ing upward to involve the para-uterine connective 
tissue and an infantile uterus which frequent|, 
deviated toward the left. 

In the older literature the condition was often 
described as “chronic parametritis atrophicans. ” 
Manzi attributes it to deficient ovarian function 
incident to a diminution of the blood supply espe- 
cially through the utero-ovarian vessels. 

Women with this condition are sterile. Histo 
logical examination reveals sclerosis of the pelvi: 
connective tissue on the left side. 

GEORGE C. Finora, M.D. 














PREGNANCY AND ITS COMPLICATIONS 


Robinson, L., and Datnow, M. M.: The Differential 
Diagnosis of Pregnancy. Lancet, 1935, 228: 1. 


The authors discuss the indications for the diag- 
nosis of pregnancy from the personal, legal, social, 
and medical points of view. In discussing the 
methods of making the diagnosis they emphasize 
the importance of considering the clinical features 
in the interpretation of the results of the tests. 
They state that it is in the complicated cases in 
which organic disease is associated with the preg- 
nancy that the greatest difficulties arise. The vari- 
ability of the symptoms and signs is shown by tables. 

The first test for pregnancy consisted in noting 
the effect of the woman’s urine on barley and spelt. 
This test was recorded in Berol’s papyrus dating 
back to 1350 B.C. 

The most recent biological tests, such as the 
Aschheim-Zondek, Friedman, and Brouha tests, are 
described and discussed. The Liverpool Pregnancy 
Diagnosis Station uses the following method: 

One-half cubic centimeter of early morning urine 
is injected into four immature female mice weighing 
between 7 and 12 gm. each. The injections are 
repeated twice daily until five have been given. 
From ninety-six to one hundred hours after the 
first injection the mice are killed and their genital 
organs examined. 

The results are classified as simple positive, simple 
negative, and modified reactions. The simple posi- 
tive reactions, which are typical ovarian and uterine 
changes, are due to the combined action of prolan 
and cestrin and indicate the presence of active 
chorionic elements in the patient’s tissues. The 
simple negative reactions are obtained when both 
prolan and oestrin are absent from the test urine. 
The modified reactions are of two types. In the 
first type, the experimental animal shows distention 
of the uterus, but no change in the ovaries after the 
injection of the test fluid. According to the authors’ 
experience, this reaction indicates the presence of 
only one hormone in excess in the test urine, namely, 
cestrin. It occurs when the urine is obtained from 
women with threatened or incomplete abortion. In 
the second type of modified reaction there is hyper- 
trophy of the walls of the uterus, but only partial 
activity (follicular distention but no haemorrhage 
or luteinization) in the ovaries. This reaction is 
due to the presence of one of the prolans (and 
absence of cestrin) in the test urine. It may be 
produced by the urine of women at the menopause, 
women with genital tumors, and women who have 
been subjected to castration. 

In conclusion the authors emphasize that these 
tests are made to determine the absence or presence 
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of hormones and their results must be interpreted 
in the light of the clinical findings. 
A. F. Lasu, M.D. 


Gregersen, N. F.: On Ectopic Pregnancy. Acta 
obst. et gynec. Scand., 1934, 14: 340. 

The author reviews ninety-five cases of ectopic 
pregnancy which show that the condition occurs 
with equal frequency throughout the period of 
fertility. 

Thirty of the women were nullipare and sixty-five 
were multipare. In the majority of the cases there 
was a period of secondary sterility. 

Twenty-one of the women gave a history of sal- 
pingitis, four had been operated upon previously for 
ectopic pregnancy, and five had been operated upon 
for other conditions. Fifteen had never borne a 
child or had an abortion or suffered from any disease 
of the internal genital organs. 

The general symptoms of ectopic pregnancy are 
described. Of twenty cases in which a diagnostic 
curettage was done, examination of the mucous 
membrane showed decidual changes in nine. 

Of seven cases in which the Aschheim-Zondek test 
was carried out, it was positive in five. In the 
two cases in which it was negative, tubes containing 
a dead embryo were removed. It is evident, there- 
fore, that this test is a valuable adjunct in the 
diagnosis. 

Of twenty-two cases in which the gonococcus 
complement-fixation test was carried out, it was 
found slightly positive in four. 

In all of the cases the treatment was operative 
removal of the ectopic pregnancy. 

The findings of pathological examination con- 
firmed the opinion that the cause of the retention 
and implantation in the tube is to be sought neither 
exclusively nor as often as is believed by many in 
an earlier salpingitis, but rather in ability of the 
tube to produce decidual changes, endometriosis of 
the tube, or congenital malformations. Moreover, 
in a number of the cases the inflammatory changes 
in the wall of the tubes were of such a nature that 
they could well be considered secondary to the 
presence of the ovum. 

The author believes that the transfusions of blood 
given in some of the cases—most of which were auto 
transfusions—were responsible to a great extent for 
limitation of the mortality to 2 per cent. This 
opinion is supported by the comparatively short time 
the twenty-two patients treated by transfusion were 
confined to bed. In these twenty-two grave cases 
with profuse hemorrhage recovery resulted in a 
shorter time than in the remaining sixty-three cases 
in which no transfusions were given, the average 
number of days required for recovery in the two 
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groups being twenty and twenty-four days respec- 
tively. 


Trillat, P.: Autogenous Vaccines in the Treatment 
of Pyelonephritis of Pregnancy (Les auto- 
vaccins dans le traitement de la pyélonéphrite 
gravidique). Gynéc. et obst., 1934, 30: 497. 


Because of the wide differences of opinion regard- 
ing the value, technique of administration, and 
mode of action of vaccines in pyelitis of pregnancy, 
the author reports his experience in the treatment 
of twenty-eight cases of pyelonephritis of preg- 
nancy. These cases, all of moderate severity, were 
proved to be resistant to ordinary medical methods 
of treatment (diet, urinary antiseptics) before the 
vaccinotherapy was instituted. 

Two forms of vaccines have been advocated, 
namely, stock vaccines and autogenous vaccines. 
Some believe that they exert their effect chiefly by 
causing protein shock, whereas others believe that 
at least the autogenous vaccines produce a specific 
immunization, particularly in colon-bacillus infec- 
tions. Couvelaire considers all vaccines dangerous 
except in doses which are obviously ineffective. To 
avoid the dangers of the subcutaneous administra- 
tion of vaccine, Brindeau and Reglade administered 
enterovaccine by mouth. In eleven cases the re- 
sults were excellent. Manté claims that no form 
of vaccine therapy is of value. The use of the 
d’Herelle bacteriophage and Vincent’s serum has 
been equally disappointing. 

The author employs an autogenous colon bacillus 
vaccine which he prepares according to the method 
of Lebeuf within twelve hours after obtaining the 
urine specimen. The vaccine is made up in 2-c.cm. 
ampoules containing from 2 to 4 billion organisms 
per cubic centimeter. Beginning with a dose of 
0.5 c.cm. administered subcutaneously, Trillat re- 
peats the injections at two-day intervals, increasing 
the dose 0.5 c.cm. each time until a dose of 2 c.cm. 
is reached. This routine is varied according to the 
progress of the infection and the patient's condition. 
The treatment should be begun early in the course 
of the disease and, to prevent remissions, should be 
continued even after subsidence of the fever. 

The majority of the author’s cases (seventeen) 
were pure colon bacillus infections. With one excep- 
tion, all responded to treatment with autogenous 
vaccine. One case of enterococcus infection was also 
treated successfully. In the remaining cases the 
infection was due to a mixture of various types of 
bacteria: colon bacilli and streptococci, one case; 
colon bacilli and staphylococci, two cases; colon 
and pseudo-diphtheroid bacilli, one case; and colon 
bacilli and enterococci, five cases. In all of these 
except one, in which the condition was complicated 
by nephrolithiasis, the therapeutic result was excel- 
lent. A patient with infection due to colon bacilli, 
pseudo-diphtheroid bacilli, and enterococci suc- 
cumbed to bronchopneumonia. 

None of the dangerous symptoms feared by some 
were noted although in most cases there was a 


febrile reaction after the injection. The most severe 
reactions were noted after the administration of the 
smallest doses of vaccine. 

In five cases the therapeutic result was considered 
excellent. In seventeen it was only satisfactory. 
Three patients could not be traced subsequently and 
three were not benefited at all. Among the three 
cases in which the treatment was not beneficial 
there was one death from septicemia and the case 
with associated nephrolithiasis in which nephrec 
tomy became necessary later. In no case was inter 
ruption of the pregnancy necessary, even though 
five of the cases were of the toxic type. The urine 
contained albumin in fourteen cases and albumin 
and blood in one case. After completion of the 
vaccine therapy the albuminuria persisted in onl) 
two cases. Postpartum fever occurred in only one 
treated case, but in three of the cases which were 
not treated. 

The beneficial effect of autogenous vaccine therap) 
is usually noted between the third and sixth injec 
tions. Relief of pain occurs first and is followed next 
by a drop in the temperature. The pyuria then 
ceases although the bacteriuria may persist for 
some time. The same sequence has been note: 
after ureteral catheterization. 

The author concludes that autogenous vaccine 
therapy is a sufficiently satisfactory form of treat 
ment in pyelonephritis to warrant its routine use. 
It is free from danger. The sole contra-indication 
is blockage of the renal pelvis, in which condition 
only urological treatment can be effective. 

Harotp C. Mack, M.D. 


Consoli, N.: Determination of Liver Function in 
the Toxzemias of Pregnancy by the Hzemo- 
clastic Reaction of Jacchia (La funzionalita 
epatica nelle tossicosi gravidiche saggiata con la 
reazione emoclasica secondo Jacchia). Riv. ital. 
di ginec., 1934, 17: 293. 

The author reports studies of the liver function of 
twenty-six pregnant women made with a modifica 
tion of the Jacchia technique which consists essen 
tially of recording the leucocytic response to acti 
vated liver extract (hepatrol or campolon) introduced 
into the body. Ten of the women subjected to the 
test were normal women in various stages of preg 
nancy, three had simple albuminuria, six had pre 
eclampsia, and seven had eclampsia. 

In the cases of the normal women and those with 
simple albuminuria the test was negative, whereas 
in the cases of those with pre-eclampsia the majority 
of the tests were positive and in the cases of those 
with eclampsia all of the tests were strongly positive 

The author concludes that there is no liver damage 
in normal pregnancy or pregnancy complicated by 
simple albuminuria, but that in eclampsia and pre 
eclampsia there is marked liver damage. 

He states that the test described is simple and 
rapid and of prognostic value in the various forms 
of toxemia of pregnancy with or without hepatic 
involvement. Georce C. Frvora, M.D. 
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Hauch, E., and Lehmann, K.: Investigations into 
the Occurrence of Eclampsia in Denmark Dur- 
ing the Years 1918-27. Acta obst. et gynec. Scand., 
1934, 14: 425. 

Of 737,701 women delivered in Denmark in the 
period from 1918 to 1927, eclampsia occurred in 
1,286. Eclampsia therefore occurred in 1 of every 
574 or 1.74 of every 1,000. One hundred and six- 
teen (about 9 per cent) of the women who developed 
eclampsia were treated at home, 742 at surgical or 
medico-surgical hospitals, and 428 in obstetrical 
wards. 

The relative frequency of eclampsia increased 
from year to year throughout the period reviewed 
but especially in the first five years. The most prob- 
able cause of the increase seems to have been an 
increase in the relative number of primipare, in 
whom eclampsia occurs more frequently than in 
multipare. 

A comparison of the frequency of eclampsia at 
different times of the year shows variations which 
cannot be attributed to seasonal changes in the 
weather and are probably to be accounted for by 
variations in the number of primipare due to varia- 
tions in the number of marriages occurring at certain 
times of the vear. 

The fact that eclampsia was more than twice as 
frequent in unmarried women as in married women 
may also be explained by the greater number of 
primipare among unmarried women. ‘The con- 
siderably greater frequency of the condition in 
towns as compared with rural districts may be 
partially explained by the greater number of primi- 
pare in towns. 

Regionally, eclampsia was more frequent in the 
vicinity of the larger cities. 

A study of the frequency of eclampsia according 
to age shows that the condition was most common 
in the youngest and oldest women. Except as 
affected by the number of births, the frequency of 
eclampsia increased evenly with advancing age. 

The frequency of eclampsia seems to decrease 
with the number of births. 

The unreduced maternal mortality in the whole 
country was 15.5 per cent and the reduced maternal 
mortality 14.9 per cent. In special wards the corre- 
sponding percentages were 8.9 and 8.2. 

For better determination of the results of treat- 
ment the cases were divided in the mild and the 
severe according to the intensity of the symptoms. 
It appears that the number of seizures, the degree 
of albuminuria, and the height of the blood pressure 
are important factors in the mortality. 

On the whole it seems that the best results were 
obtained by expectant treatment. The mortality 
was highest in cases in which abdominal cesarean 
section was done. When the results of treatment in 
the case of the mother are considered with regard 
to the time of onset of the eclampsia and the occur- 
rence of delivery, it is found that in the cases of 
eclampsia occurring during pregnancy the best 
results were obtained by expectant treatment 
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according to the method of Stroganoff, whether the 
condition was mild or severe, whereas in the cases 
in which the condition occurred during the period 
of dilatation the best results were obtained by rapid 
delivery—in the mild cases by slight interference 
supported by the Stroganoff treatment and in severe 
cases by vaginal cesarean section. In cases of 
eclampsia occurring during the period of expulsion 
the results of the different methods of treatment did 
not differ to any great extent. In eclampsia occur- 
ring during the placental period and the puerperium 
the best results were obtained by purely medical 
treatment. The effect of venesection seems to be 
doubtful. 

The 1,286 eclamptics bore 1,366 children. About 
half of the children were born prematurely, and 
about 5 per cent by abortion. 

The unreduced infantile mortality for the whole 
country was 35.1 per cent and the reduced mortality 
22.6 per cent. In the special wards the correspond- 
ing percentages were 28.7 and 16.6. In general, the 
infantile mortality seemed to be dependent on the 
same factors as the maternal mortality. 

The influence of prophylactic measures was 
studied separately for Copenhagen. The frequency 
of eclampsia seems to have been decreasing in that 
city since the opening in 1923 of the clinic for 
pregnant women at the Rigshospital. 

Of 369 women treated in Copenhagen, 34 (8.6 per 
cent) were given prophylactic treatment. Of 123 
patients who were treated for threatening eclampsia, 
34 (27.6 per cent) had seizures. The frequency of 
eclampsia was lower in the cases in which abortion 
was induced than in cases in which only dietetic 
treatment or possibly the Stroganoff treatment was 
given. 

The mortality in the cases in which prophylactic 
treatment was given was 3.5 per cent whereas in 
the cases in which prophylactic treatment was not 
given it was 9.0 per cent. 


LABOR AND ITS COMPLICATIONS 


Mars4lek, J., and Smazik, K.: Ergotamin in Ob- 
stetrics and Gynecology (Ergotamin in der 
Geburtshilfe und Gynaekologie). Cas. lék. esk., 
1934, PP. 599, 633. 

The authors report an experimental and clinical 
study of the effect of ergogyn, a preparation of er 
gotamine tartrate. This study was made on uteri 
which had been emptied of their contents in the 
fourth month of pregnancy and uteri which had just 
been emptied at the end of pregnancy. A Braun 
bag was introduced into the uterus and connected 
with the recording apparatus. It was found that 
the period of latency before the development of 
powerful and frequent contractions of the uterus 
depended upon the degree of contraction of the 
uterus before the injection. In the uteri emptied 
after four months this period varied between thirty 
and twenty minutes. In the uteri emptied at the end 
of pregnancy it was shortened by from twelve to 
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fifteen minutes. On the other hand, in thirty-one 
cases of atonic bleeding following expulsion of the 
placenta, good results were obtained from the intra- 
muscular injection of 2 c.cm. (1 mgm.) of ergotamine 
tartrate and massage in from three to eight minutes. 
Hot uterine irrigations were necessary in only four 
cases. In seven cases vomiting occurred from one 
to two hours after the injection. Of forty-eight cases 
in which only % mgm. of ergotamine tartrate was 
given intramuscularly, the results were unsatis- 
factory and it was necessary to resort to other pro- 
cedures such as the administration of pituitrin, hot 
irrigations, and tamponade in nine. In one case, 
in which the %-mgm. dose was repeated, the 
hemorrhage stopped, but vomiting occurred. 

In lochiometra, the administration of ergotamine 
tartrate by injection in the form of ergogyn or by 
mouth in a daily dose of 1 mgm. for one week 
yielded good results. In spite of the unfavorable 
results obtained by Boewing, Koerting, Turold, 
Schimmel, and Schnitzer with preparations of secale 
cornutum during labor, the authors attempted to em- 
ploy ergogyn to improve labor pains on the basis 
of the good results obtained with this preparation 
by Herff, Weinsheimer, Uter, and others. 

In preliminary tests made in five cases of dead 
fetus it was found impossible in three to induce labor 
by two injections of 4 mgm. at intervals of one and- 
one-half hours, and in two by three injections of 
144 mgm. at half-hour intervals. Following these 
tests, twenty-two women with premature rupture 
of the membranes, fifteen of whom were in the stage 
of dilatation, were given from one to four injections 
of 44 mgm. at half-hour intervals, and after a period 
of latency of from fifteen to twenty minutes a good 
effect on the contractions of the uterus was observed. 
The use of forceps became necessary in only two 
cases and then not until several hours after the injec- 
tion. One of these cases required high forceps. In 
the case of a para-1 there was noted, after the third 
injection, a transitory disturbance of the heart tones 
of the child which coincided with vomiting of the 
mother. After forceps delivery the child developed 
tetanic spasms of the lower limbs and died of pneu- 
monia and cerebral hematoma thirty-one hours 
later. Another child was born spontaneously in 
severe asphyxia as the result of powerful tetanic 
expulsive pains and could not be revived. Because 
of the toxic phenomena, the authors believe that in 
the first case death was caused by direct toxic injury 
to the circulation of the fetus. 

A’ter the third injection of % mgm. at half-hour 
intervals there was often an accumulation of toxin 
which was manifested by vomiting. No other toxic 
phenomena were observed in the mother. Even 
when the dosage was given for a considerable period 
of time (14 mgm. daily for seven days) there were 
no prodromal symptoms of gangrene. The authors 
believe that, in addition to the direct toxic injury 
of the vessel walls described by Guggusberg, an 
infectious toxic factor is necessary to bring on this 
condition, A transient increase in the blood pres- 


sure of from 20 to 25 mm. Hg was first observed 
after 4% mgm. had been given intramuscularly. 
After this dose, no change was observed in the blood 
picture. (FrreDL). Joun W. BRENNAN, M.D. 


Kottmeier, H. L.: The Results Obtained With 
Thymophysin in Cases of Weak Labor Pains 
(Resultate mit Thymophysin bei Wehenschwae 
chen). Acta obst. et gynec. Scand., 1934, 14: 382. 


After a brief critical review of the literature on 
thymophysin, the author reports the results ob 
tained with this substance in 163 cases of primary 
and secondary uterine inertia on the service of 
Ahlstrém at Allmanna Barnbérdshuset. The mor 
tality and morbidity of the mother and child in 
these cases are compared with the corresponding 
mortality and morbidity in 830 cases of primary anc 
secondary uterine inertia in which no labor-influenc 
ing drug was given. This comparison shows that the 
use of thymophysin considerably improved the 
prognosis for the mother and child and decrease: 
the number of dangerous obstetrical interventions 
On the other hand, the author calls attention to th 
fact that thymophysin may cause asphyxia; that 
occasionally its injection is followed by spasms; 
and that different women react differently to th: 
same dose. Because of these facts he emphasize: 
that thymophysin should be given only in cases o! 
uterine inertia and at first in a dose of less than ! 
c.cm., an amount which apparently is associated 
with slight danger. 

Contra-indications to the use of thymophysin are 
contracted pelvis, transverse position and incorrec' 
presentation of the fetus, and renal and cardiac 
disease of the mother. 

In studies of the blood pressure made during and 
between the pains in the periods of dilatation and 
expulsion in the cases of women treated with thymo 
physin the author found no appreciable increase as 
compared with cases in which thymophysin was not 
administered. Therefore the use of thymophysin is 
not contra-indicated in the presence of a moderate 
increase in the blood pressure. 

Thymophysin was not effective in exhausted 
patients or in the prelabor period. It was without 
apparent effect also in from ro to 15 per cent of the 
reviewed cases in which the mother was thoroughl\ 
rested and labor had begun. Possibly this lack of 
effect was due to the fact that the mothers were in 
labor for a long time before the injection was given 
The results are apparently better when the thymo 
physin is given in a relatively early stage of inertia 


Leon, J.: Delayed Rupture of the Bag of Waters. 
Certain Reflections Concerning the Hypo- 
theses of Kreis (Rupture retardée de la poche de: 
eaux. Quelques réflexions 4 propos des hypothéses 
de Kreis). Gynéc. et obst., 1934, 30: 529. 


It is a well-known fact that during labor the pre 
senting part, even in the absence of pelvic obstacles 
may fail to descend and the bag of waters remain 
unruptured despite advanced or complete dilatation 

















of the cervix. The author takes exception to the 
recent explanations of this phenomenon offered by 
Kreis and the Strasbourg school, namely, that the 
bag of waters retards rather than promotes the 
progress of labor. He bases his remarks on a case 
observed by him in which the fetal head, after 
having been deeply engaged, returned to the supe- 
rior strait. 

The author lists numerous factors which deter- 
mine the time of rupture of the membranes. The 
chief factors are mechanical, i.e., they depend upon 
the relationship between the intra-amniotic pressure 
during uterine contraction and the elasticity of the 
membranes during their distention. During the 
period of dilatation, rupture of the membranes is 
prevented by a regulatory mechanism in that, as 
the intra-ovular pressure increases, the distensibility 
of the bag of waters is increased by progressive 
separation of the membranes from the uterus which 
results in an increase of volume and at the same 
time a diminution of the internal pressure. Theoret- 
ically, late rupture of the membranes may be due 
to: (1) insufficiency of the uterine contractions, 
(2) oligohydramnios, (3) sealing of the bag of waters 
by the presenting part during contractions, (4) ex- 
tensive separation of the membranes from the 
uterus, and (5) diminished resistance of the lower 
uterine segment. 

While in exceptional cases rupture of the mem- 
branes may be prevented by greatly thickened and 
toughened membranes (pathological), early rupture 
or late rupture does not necessarily imply variations 
in their structure. Mechanical factors must be 
sought for, chiefly factors concerned with the state 
of the lower uterine segment such as were present in 
the case cited by the author. 

By means of an instrument devised by him and 
shown by an illustration included in the article, 
Leon attempted to reproduce the conditions present 
in the parturient uterus. From his findings he con- 
cludes that transverse expansion of the lower uterine 
segment (without marked elevation of the contrac- 
tion ring) explains why the bag of waters does not 
rupture even though the membranes are not un- 
usually resistant. It explains also why the present- 
ing part does not engage when it remains elevated 
and why it may rise again after having been en- 
gaged. The bag fails to rupture because the intra- 
amniotic pressure is lowered (provided, of course, 
the membranes are sufficiently distensible). The 
head fails to descend because, after they give way, 
the walls of the lower uterine segment no longer have 
a tendency to constrict and the fetal head no longer 
has a tendency to engage itself through flexion. If 
the head has already penetrated the pelvis its 
“potential energy”’ tends to carry it to the superior 
strait in an indifferent attitude. Knowledge con- 


cerning the physiology of the parturient uterus and 
the properties of the membranes proves that relaxa- 
tion of the lower uterine segment is due, not to 
excessive pressure of its contents (ovular theory), 
but rather to the diminished resistance of its walls 
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(segmentary theory). This, in turn, is the result of 
inhibition or active decontraction of the circular 
fibers or the altered state of the tissues (fatty or 
hyaline degeneration of the musculature, alterations 
of the elastic elements) which causes them to give 
way readily. The author designates it as ‘the 
syndrome of giving way of the lower uterine seg- 
ment at the end of the period of dilatation in the 
presence of normal uterine contractions.” He sug- 
gests this special designation to emphasize the 
theory of pathogenesis which he considers most 
plausible and to distinguish the condition from 
other secondary dynamic insufficiencies in cephalic 
engagement and uterine dystocia which are also 
characterized by transverse expansion of the lower 
uterine segment but in which there is concomitant 
tetany or retraction of the fundus. 
Haroitp C. Mack, M.D. 


Burns, J. W.: Breech: A Method of Dealing with 
the Aftercoming Head. J. Obst. & Gynec. Brit. 
Emp., 1934, 41: 923. 

The author presents a method of dealing with the 
aftercoming head which he believes permits the 
head to follow the normal course of delivery and 
prevents the application of undue force to the child. 
The method is as follows. 

After delivery of the arms and shoulders the 
child’s body is allowed to hang from the vulva. This 
produces flexion of the head and brings the nape of 
the neck well into the subpubic angle. In most in- 
stances it brings the head through the brim with 
minimal force and traction. If the weight of the 
child’s body alone is not sufficient to accomplish 
this, suprapubic pressure may be exerted by the 
obstetrician. When the head is in the pelvis the 
obstetrician stands sideways to the buttocks and, 
using the hand farther away from the patient, grasps 
the ankles of the child in their most dependent posi- 





Fig. 1. The position of the infant at the moment the 
grip is first applied and traction is exerted. 
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Fig. 2. Completion of delivery. 


tion and applies tension outward and upward, rais- 
ing the child and at the same time extracting it. 
The force of extraction which can be employed is 
relatively slight, but must be maintained for the use 
of an upward force alone will result in serious injury 
to the child. Burns emphasizes that haste is un- 
necessary in delivery of the breech presentation. 
Henry S. AcKEN, Jr., M.D. 


MISCELLANEOUS 
Gonfiantini, M.: The Behavior of the Blood Sugar 
After Injections of Placental Extracts (Il com 
portamento del tasso glicemico in seguito all 
iniezione di estratti placentari). Riv. ital. di ginec 
1934, 17: 218. 

Since the discovery of insulin and recognition of 
the fact that other substances also may produce 
hypoglycemia, various extracts of the placenta have 
been studied to determine the relationship of the 
placenta to carbohydrate metabolism. The many 
researches reported in the literature are reviewed 

The author made a series of experiments in which 
placental extracts were introduced into animals b\ 
various routes and the blood-sugar levels then deter 
mined. He found that the injection of placental ex 
tracts in general produced a constant hyperglycw 
mia and prolongation of the curve of alimentary gl\ 
cemia. The results were similar whether the ex 
tracts were introduced subcutaneously, intraven 
ously, or intraperitoneally, and whether the, 
were obtained from human beings or animals. The 
injection of similar doses of various proteins for con 
trol produced analogous but less marked changes 

On the basis of these results the author concludes 
that extracts of the placenta exert a specific but onl\ 
a moderate influence on the blood-sugar level. 

A. Louts Rost, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Goldzieher, M., and Koster, H.: Adrenal Cortical 
Hyperfunction. Am. J. Surg., 1935, 27: 93. 


Five cases of hyperfunction of the adrenal cortex 
treated by unilateral adrenalectomy are reported. 
Four of the patients were benefited and one died. 
Histological examination revealed a pathognomonic 
alteration of the reticular zone. Enlargement of the 
adrenal gland was not equally conspicuous in all 
cases. Storage of lipoids in the external layers was 
always evident, but did not differ materially from 
that occurring in cases of adrenal lipoidosis without 
the clinical symptoms described. In all five cases, 
microscopic study showed the hitherto unrecognized 
formation of an unusually broad reticular layer in the 
cortex. The authors do not recall having seen com- 
parable cortical changes in any other condition. 

The tripartite syndrome includes hirsutism, 
obesity, and menstrual disorders. Three glands can 
be brought into causal relationship to it: the pitui- 
tary, the ovary, and the adrenal. In an analysis of 
the glandular factors responsible, the authors point 
out differences in the symptoms. They state that 
the differential diagnosis of the underlying morbid 
changes requires both positive and negative findings 

-negative findings as regards two glands and posi- 
tive findings as regards one gland. 

When the ovary is responsible, the cause is prob- 
ably an ovarian neoplasm. Gynecological examina- 
tion usually reveals the presence of such a growth. 
If an ovarian tumor is palpated in a patient with 
hirsutism, generalized obesity, amenorrhoea, or 
metrorrhagia, the diagnosis is rendered certain. In 
the presence of virilism with a large clitoris, a husky 
voice, and atrophy of the breasts, the diagnosis of 
ovarian arrhenoblastoma may be made. If bimanual 
palpation is unsatisfactory for any reason, other 
causes must be excluded. 

In examination of the pituitary, greater difficulties 
are encountered. Roentgenography of the sella 
turcica and studies of the eyegrounds and visual 
fields yield excellent presumptive evidence if they 
are positive. However, negative findings are ob- 
tained in cases of small tumors (basophilic adeno- 
mata). Disturbance of carbohydrate metabolism 
suggests pituitary disease. A high sugar tolerance 
and a tendency toward hypoglycemia accompany 
hypofunction and a decreased sugar tolerance and 
hyperglycaemia are usually associated with hyper- 
function of the anterior lobe of the pituitary gland. 
Chemical study of the blood may disclose a high 
uric acid content. Disturbances of chloride metab- 
olism combined with either oliguria or polyuria are 
indicative of a posterior lobe affection. Frequently 
an affection of the posterior lobe is associated with 


an affection of the anterior lobe. Disturbances of 
sodium chloride metabolism are revealed by a 
sodium-chloride tolerance test. 

Determination of the basal metabolism yields 
little or no information, but the specific dynamic 
action of proteins is of greater significance in pitui- 
tary disease if a small protein test meal is used. The 
specific dynamic action is low in hypopituitarism. 
In cases of tumor it is normal or elevated. Another 
diagnostic aid is the fat-tolerance test. If fat is fed 
to a normal or obese individual the acetone-body 
content of the blood rises. In pituitary obesity 
there is no such rise. Pituitary disease may be re 
vealed also by skeletal measurements, the facies, the 
appearance of the skin and teeth, and the distribu- 
tion of pigment. Conclusive evidence of pituitary 
hyperfunction is the demonstration of pituitary 
hormones in the blood or urine. In the immature 
mouse, a positive reaction is shown by maturation 
of the ovarian follicies. 

exclusion of the ovary and pituitary as the sites 
of the lesion points to the adrenal cortex as the 
cause. Bilateral diffuse hyperplasia of the cortex or 
a tumor can be differentiated only by inspection. 
Marked virilism is more likely to be the manifesta- 
tion of a neoplasm and obesity a manifestation of 
hyperplasia. The demonstration of the cortical 
hormone in the urine has not yielded unequivocal 
results. Thus far, a substance showing physico- 
chemical properties similar to those of interrenin 
has been isolated. Louts Neuwett, M.D. 


Geschickter, C. F.: Suprarenal Tumors. 
Cancer, 1935, 23: 104. 


Am. J. 


The author reports 1o5 primary tumors of the 
suprarenal gland. Among them were 66 benign and 
6 malignant tumors of the cortex. Of the benign 
tumors of the cortex, 63 were found at autopsy and 
had been asymptomatic. The principal signs of the 
3 others were sexual precocity, hypertension, and a 
mass. Those of the malignant type without symp- 
toms of excess suprarenal secretion were associated 
with obesity, hypertension, and a mass. In the 
cases of symptomatic tumors, virilism, hirsutism, 
and hypoglycemia were found. 

Malignant tumors of the cortex of the suprarenal 
are rare. They are accompanied by pronounced 
endocrine disturbances. Children with such tumors 
show sexual precocity, whereas adults show marked 
sexual inversion. Females are more affected than 
males. In children, skeletal changes, disturbances 
of sugar metabolism, polycythemia, and mental 
retardation are frequent, and in adults, psychic dis- 
turbances are common. The pituitary sex hormone, 
female sex hormone, and Prolan A may be present in 
the urine. 
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To explain the sexual changes the following 
theories have been advanced: 

1. The adrenal cells of the tumor act indirectly 
on the gonads. 

2. The changes are produced by the adrenal cells 
which retain their primitive sex functions. 

3. The adrenal cells stimulate the anterior lobe of 
the pituitary which in turn acts on the gonads. 

The evidence favors the latter two theories. 

The medullary tumors apparently arise from a 
single stem cell which is separated from the neural 
crest early in embryonic life. They may be very 
malignant or benign. Of 35 such tumors reported, 
23 were neuroblastomata. Seventeen of the latter 
occurred in children and 6 in adults. In structure, 
the neuroblastoma resembles the sympathetic tumor 
occurring in the outlying vertebral ganglia and the 
retinoblastoma and the medulloblastoma of the 
cerebellum occurring in children. It is very malig- 
nant, 

In the cases of suprarenal tumor in children the 
most common manifestations were an abdominal 
mass, pain, vomiting, and emaciation. Fever, 
exophthalmos, and joint pain may also occur. Pepper 
emphasized the early age at which the tumors ap- 
pear, their rapidly fatal course, and the associated 
enlargement of the liver without ascites or jaundice. 
Hutchinson described metastasis to the skull. In 
the adult, the first symptoms may be due to a verte- 
bral metastasis. Of the author’s cases, ascites was 
found at autopsy in 2. Metastases to the long bones, 
spine, or pelvis may occur before involvement of the 
skull. Invasion of the lungs and mediastinum is 
rare. 

The tumors are not radiosensitive. One surgical 
cure has been reported. 

Among the neoplasms reported by the author 
were 8 paragangliomata which were equally divided 
into benign and malignant groups. Such neoplasms 
may be associated with hypertension, hypotension, 
vasomotor instability, Addison’s syndrome, mul- 
tiple neurofibromatosis, glycosuria, or hyperthy- 
roidism. They rarely reach a large size. The larger 
tumors are often cystic. 

The tumors reviewed included 1 ganglioneuroma 
and 1 chromaffin tumor. These neoplasms are very 
rare. The ganglioneuroma is the most highly differ- 
entiated neurogenic tumor, and the chromaffinoma 
the most highly developed endocrine tumor of the 
medulla. Malignant and benign varieties of each 
have been reported. Ctaupe D. Pickrett, M.D. 


Bauer, J., and Leriche, R.: The Clinical Aspects and 
Treatment of Paraganglioma. High-Pressure 
Crises of Suprarenal Origin (Zur Klinik und 
Therapie des Paraganglioms. Adrenalogene Hoch- 
druckkrisen). Wien. klin. Wehnschr., 1934, 2: 1224. 


Since the days of Pal, “‘pressor vascular crises” 
have been understood to be transitory attacks of 
increased blood pressure which in most cases are due 
to central or reflex blood-pressure crises. To these 
high blood-pressure crises belongs also a distinct 
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form which is independent of the aforementioned 
etiological factors and is classified by Bernal as being 
anatomically similar to ‘“‘surrénalome” or “ médullo 
surrénalome hypertensif.”’ 

The authors report a case of the latter type in 
which the attacks occurred in a forty-year-old man 
who had previously been healthy. The attacks 
always occurred in the same manner, being accom 
panied by a feeling of emptiness in the epigastrium 
nausea, facial pallor, pallor of the extremities which 
felt cold to the touch, palpitation of the heart, shiy 
ering, sweating, and a feeling of pulsation in th 
eyeballs. They lasted for from one-half hour to one 
and one-half hours, and occurred daily with absolut: 
regularity. They could not be influenced in any wa, 
by drugs. During rest the blood pressure varie: 
from 160 to 180 mm. Hg. During an attack it ros: 
to 245 mm. Hg. A diagnosis of essential high pres 
sure of suprarenal origin was made. 

After finding in the literature the reports of mor 
than six similar cases which were operated upon suc 
cessfully, the authors explored the right kidney in 
their case. However, nothing abnormal was found 
At later exposure of the left kidney, a smooth encap 
sulated tumor the size of a cherry was found attache: 
to the inner pole of the left suprarenal gland. Since 
the removal of this tumor the attacks have not re 
curred. Histological examination of the neoplasm 
revealed the typical signs of a paraganglioma. When 
such a condition is assumed after all diagnostic aics 
have been exhausted, extirpation of the tumor is the 
only therapeutic measure to be considered. Extir 
pation of the suprarenal gland should not be done 

Attention is called to the fact that in the case 
reported the pulse rate was either normal or deti 
nitely reduced during the high-pressure crises. The 
authors are unable to offer an explanation. They 
believe that in this form of high-pressure brady 
cardia the great increase in the arterial pressure 
during the attack undoubtedly results in increase 
irritation of the pressor-receptor nerve areas in the 
carotid sinus and the arch of the aorta which would 
necessarily produce a reflex bradycardia. The 
bradycardia proves also that there is no vascular 
sclerosis in cases of this type. 

(P. SuNDER-PLASSMANN). Marutas J. Setrert, M.D. 


Priwes, M. G.: The Internal Topography of the 
Arterial System of the Kidney and Renal 
Pelvis of Human Beings and Domestic Animals. 
Roentgen Anatomical Studies (Innere Top: 
graphie des arteriellen Systems der Niere und 
Nierenbeckens des Menschen und der Haustier: 
Roentgenanatomische Untersuchungen). Zéschr. /. 
urol. Chir., 1934, 40: 1. 


Following a review of the literature the autho: 
first describes the method used by him in the stud 
of the internal topography of the arterial system 0! 
the kidney and renal pelvis. After careful dissection 
the freshly removed kidney of a human being, dog 
cat, or rabbit is filled by the injection into the 
ureter of a contrast medium (a mixture of litharge, 
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plaster of Paris, and water) and studied roentgeno- 
graphically. To study the vascular system of the 
kidney, a mixture of litharge, white lead, or lead 
oxide in vaseline or oil of turpentine is injected 
into the vessels through a cannula. Dorsoventral, 
lateral, and stereoscopic roentgenograms are then 
made. In addition, a combined method is used 
to obtain simultaneous views of the vessels and 
renal pelvis. 

In studies of 432 kidneys (among which were 119 
human specimens), 942 roentgenograms were taken. 
rom the findings the author draws the following 
conclusions: 

Comparison of the renal pelvis of man and 
domestic animals showed a similarity between the 
renal pelvis of man and the pig on the one hand and 
between the renal pelvis of the dog, cat, sheep, and 
rabbit on the other. On the basis of form and devel- 
opment the following 4 types of renal pelvis are 
recognized in man and domestic animals: (1) a 
dichotomous branching of the ureter in the kidneys 
of large ruminants such as the cow and ox (rami- 
ficatio ureteris); (2) a 2-horned renal pelvis in the 
monopapillary kidney of the horse (pelvis bicornis) ; 
(3) a renal pelvis with leaf-shaped branchings in 
smooth kidneys with complicated papilla (cat, dog, 
rabbit, sheep); and (4) a renal pelvis with true 
calyces in multipapillary kidneys of the human 
being and swine (omnivora). The extrarenal type 
of renal pelvis is more constant in the adult and the 
intrarenal type more constant in the newborn. 
Ivanitzski’s classification of renal pelves into the 
embryonic, animal, and human types has been 
proved inaccurate. Kuprianow’s division of the 
arterial system of the kidney and renal pelvis of 
man into a complete and an incomplete type is not 
correct from either the theoretical or the factual 
standpoint. On the basis of phylogenesis and onto- 
genesis as well as the anatomy at different age 
periods it is more correct to distinguish the following 
4 types: (1) the early embryonal, (2) the late 
embryonal or fetal, (3) the adult or mature type, 
and (4) the infantile type. In the lower animals as 
well as in man the branching of the renal arteries is 
not uniform. There are 4 types: (1) the first magis- 
tral type, which occurs chiefly in the large rumi- 
nants; (2) the second magistral type, which occurs 
in the horse; (3) the scattered type, which occurs 
chiefly in kidneys with a leaf-shaped pelvis; and (4) 
the bifurcation type, which occurs chiefly in om- 
nivora. Between these types there are transitional 
forms. The branching of the arterial tree in the 
kidney is related to the structure of the kidney as a 
whole and the renal pelvis. The relation between 
the arterial system of the kidney and the renal 
pelvis is so constant that in the lower animals it is 


possible to determine the form of the renal pelvis . 


from the character of the vascular tree as shown in 
the roentgenogram and vice versa. In the cases of 
human beings it is possible to determine the type 
of distribution of the renal arteries with considera- 
ble accuracy from the shape of the renal pelvis as 


demonstrated by pyelography and the number, 
direction, and position of the interlobular vessels 
from the character of the calyces. 

Pyelovenous backflow is due, not only to simple 
mechanical stretching and tearing of the renal 
pelvis, but also to the anatomical structure of the 
organ. 

In conclusion the author says that roentgeno- 
logical examination supplementing the corrosion 
technique is of great value in the study of the 
internal topography of the kidney. Because of its 
special clarity it should be employed in the study 
not only of human anatomy but also in that of the 
lower animals for which it has been seldom used 
heretofore. (CotmERS.) Jacosp E. Kien, M.D. 


Noszkay, A. von: The Value of Decapsulation in 
Cases of Medical and Surgical Nephritis (Der 
Wert der Dekapsulation in Faellen von internisti- 
schen und chirurgischen Nephritiden). Z¢tschr. f. 
urol. Chir., 1934, 40: 107. 


Von Noszkay discusses the value of decapsulation 
of the basis of twelve case histories and draws the 
following conclusions: 

The surgical treatment of non-suppurative and 
suppurative kidney inflammations has two aims: 
(1) to arrest the inflammatory process and thus 
prevent further destruction of the parenchyma, and 
(2) to increase the more or less decreased function 
of the kidney as much as possible. The procedure 
best meeting the requirements is renal decapsula- 
tion by which the kidney attains conditions favor- 
able for healing. While the favorable conditions 
usually last for only a few weeks or months, this 
length of time may be sufficient to arrest the in- 
flammatory process in the kidney or even to bring 
about complete healing. 

The effect of decapsulation may be attributed 
to the following factors: (1) removal of the capsular 
tension; (2) the sympathectomy action of the cap- 
sular resection and the relief of the angiospasm with 
a resulting increase of diuresis and cessation of 
the kidney pains; and (3) the removal of the in- 
fectious and toxic tissue secretions by drainage of 
the intraparenchymal tissue spaces. 

In non-suppurative nephritis the disease involves 
chiefly the parenchyma whereas in suppurative 
nephritis it involves chiefly the interstitial tissues. 
Therefore the indication for decapsulation is quite 
different in medical and surgical nephritis. Von 
Noszkay states that bilateral hamatogenic non- 
suppurative nephritis is basically a medical con- 
dition, but there are mixed forms in which medical 
treatment is greatly helped by decapsulation. In 
the surgical treatment it must be borne in mind 
that the sites of origin of the infection (tonsils, 
teeth, appendix) should always be cleaned up or 
removed first. 

In acute glomerulonephritis decapsulation can be 
recommended only in cases of severe oliguria or 
anuria. When acute glomerulonephritis fails to be- 
come cured or progresses under medical treatment, 
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bilateral decapsulation performed as soon as pos- 
sible is to be recommended to prevent the condition 
from becoming chronic. It is especially in such cases, 
the subject of so much controversy, that a favorable 
result may be expected from the operation. 

In chronic glomerulonephritis and secondary scle- 
rotic kidney long-continued improvement cannot be 
expected from decapsulation even though it may 
relieve oliguria or anuria for a short time. There- 
fore in these conditions the operation is not indi- 
cated. 

Most types of hemorrhagic nephritis should be 
classed with acute or chronic glomerulonephritis. 
The bleeding can usually be stopped by decapsula- 
tion, but recurrences are not uncommon. Both types 
of suppurative nephritis are purely surgical diseases. 
In many cases cure results following internal local 
(instrumental) treatment. When the process pro- 
gresses, decapsulation should be done as early as 
possible. It may be supplemented by nephropexy 
or, in cases of urinary stasis, by transrenal drainage. 
Nephrectomy should be performed in only the most 
extreme cases. ; 

In chronic pyelonephritis, pyelonephritic sclerotic 
kidney, a successful result from decapsulation can 
be expected only when a sufficient amount of func- 
tioning parenchyma remains. Under the latter cir- 
cumstances, the condition being an infectious dis- 
ease of the parenchyma, a more successful result 
can be expected from the operation than in cases 
of non-suppurative sclerotic kidney. 

In conclusion the author says that while decap- 
sulation has proved to be a valuable procedure in 
conservative surgery of the kidney, careful consid- 
eration of its indications is essential for good results. 

(Cotmers.) Harry A. SALzMann, M.D. 


Cumming, R. E.: The Treatment of Bilateral 
Renal and Ureteral Calculi. J. Urol., 1934, 32: 
600. 


In cases of bilateral renal and ureteral calculi the 
author prefers, when surgery is indicated, to attack 
the more involved kidney first. He justifies this 
procedure by his own results and those obtained by 
others. He concedes, however, that no one pro- 
cedure is applicable to all cases. Following a dis- 
cussion of the usual method of operating first on the 
kidney with the better function, he considers the 
various aspects of pyelotomy, nephrotomy, nephros- 
tomy, nephrectomy, and conservative procedures 
in cases of stone and measures for the prevention 
of stone formation. Gicsert J. Tuomas, M.D. 


Wharton, L. R.: Pre-Operative Irradiation of Mas- 
sive Tumors of the Kidney: A Clinical and 
Pathological Study. Arch. Surg., 1935, 30: 35. 


The results of operation in cases of kidney tumors 
have been unsatisfactory. The data collected by the 
author showed that metastases were present in from 
5 to 10 per cent of the cases. In from 12 to 26 per 
cent only an exploratory operation was performed. 
Death due to operative shock occurred in from 15 


to 30 per cent, and cure resulted in fewer than 10 
percent. Most of the poor results were due to the 
large size of the tumor and difficulty in its removal! 
by the usual lumbar incision. 

The seven cases reported by Wharton are divided 
into three groups. In Group 1 were two cases of 
massive tumor operated upon without previous 
irradiation. In the first case in this group the tumor 
was removed through a transperitoneal incision. 
Death occurred from shock three hours later. In the 
second case an exploratory operation and biopsy had 
been done previously by another surgeon. Because 
of multiple implantations in the wound, peritoneum, 
and lumbar fossa, operation was not advised. The 
size of the tumor was reduced go per cent }\ 
irradiation. 

In Group 2 were three cases in which a massive 
tumor was removed after preliminary irradiation 
In the first case, biopsy had been done. Because of 
adhesions, the prognosis was not very favorable 
In the second case the tumor was a hypernephroma 
of the suprarenal gland of the Grawitz type. The 
kidney was normal. In the third case the neoplasm 
was a Wilms tumor. In all of these cases there was 
a marked reduction in the size of the tumor following 
irradiation. 

In Group 3 were two cases of tumor so small that 
pre-operative irradiation was not necessary. 

In conclusion Wharton says that pre-operative 
irradiation results in hyalinization, pyknosis, frag 
mentation, and partial destruction of the malignant 
tissue and a remarkable decrease in the size of the 
tumor. Irradiation is a valuable means of preparing 
for operation, but does not cure. 

The transperitoneal approach prevents trauma to 
the tumor before the vessels are ligated and is the 
most logical, clear, and surest approach to kidne\ 
tumors. CrauvE D. Pickrett, M.D 


BLADDER, URETHRA, AND PENIS 


Rihmer, B. von: Experiences With Diverticula 
of the Bladder (Erfahrungen ueber Blasendiver 
tikel). Ztschr. f. urol., Chir., 1934, 40: 81. 


Von Rihmer first discusses the various forms of 
diverticula of the bladder and their dangers. He 
then reports in detail twelve cases observed by him 
and discusses them critically. 

In his surgical treatment of such diverticula he 
makes a suprasymphyseal incision in the midline ani 
opens the bladder, as the diverticulum is more easil\ 
separated from the surrounding tissues with a finger 
introduced into it. He recommends that the interna! 
urethral opening be tested for rigidity as this condi 
tion seems to be rather common. If rigidity is pres 
ent, he incises the hypertrophied and rigid interna! 
sphincter on both sides with a scalpel and removes 
only the lower portion. In one case he obtained « 
good result from merely the bilateral incision. If « 
ureter opens into the diverticulum, he resects it ani 
implants it at another site in the bladder. In cases 
of diverticulum of the bladder associated wit) 
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hypertrophy of the prostate he operates in several 
stages. If the diverticulum cannot be freed from its 
adhesions, he fixes it to the abdominal wall and 
drains it externally after dissecting its neck from 
the bladder and closing the opening in the bladder. 
The diverticulum then becomes gradually obliter- 
ated. When this procedure is impossible, removal of 
the mucosa with a sharp spoon or curette is consid- 
ered sufficient. 

Von Rihmer’s conclusions with regard to the 
surgical treatment of diverticula of the bladder is 
summarized as follows: 

When the diagnostic measures described have es- 
tablished the presence of a diverticulum which is 
due to obstruction in the urinary tract but empties 
simultaneously with the bladder, it is sufficient to 
remove the obstruction. In cases of retention 
diverticula with or without obstruction, the extra- 
peritoneal operation with removal of any obstruc- 
tion should be done in one or two stages, depending 
upon the development of infection and the patient’s 
condition. (Cotmers). Leo A. JuHNKE, M.D. 


Marion, G., and Kogan, B.: Incrusted Cystitis (La 
cystite incrustée). Presse méd., Par., 1934, xcii, 
1812. 

The authors describe incrusted cystitis, a condi- 
tion first reported by Fenwick, as a true infiltration 
of the mucous membrane and submucous tissue of 
the urinary bladder by calcareous deposits. It can 
be readily distinguished from the common calcareous 
deposits seen on the bladder mucosa in cystitis of 
long duration and from those which are often ob- 
served on the surface of an ulceration of the bladder. 

As a rule the onset of incrusted cystitis cannot be 
determined clinically. While the incrustations usu- 
ally appear suddenly as a complication of chronic 
cystitis, they sometimes form rapidly in the course of 
acute cystitis. They may occur also in association 
with a tuberculous cystitis which fails to clear up 
after nephrectomy or may be found when new symp- 
toms develop after an intravesical operation. Ur- 
gency and frequency may be extreme, and pain, 
especially at the end of micturition, is common. The 
two chief signs of the condition are a terminal hama- 
turia with clotted blood and the expulsion of cal- 
careous concretions. 

The diagnosis can always be made on cystoscopic 
examination. Besides more or less extensive and 
marked reddening of the mucosa, oedema, and areas 
of hemorrhage, there are found the characteristic 
and more or less striking plaques. These plaques 
are in general white, but in some areas may be gray 
or even black. Their surface is irregular rather than 
flat like that of the leucoplakic plaque. They pre- 
sent a granulated appearance. They are usually 
multiple. Frequently they appear almost confluent, 
but as a rule are separated by areas of red mucosa. 

Histologically, the lesions show three distinct 
zones—a superficial zone with epithelial desquama- 
tion, ulceration, and incrustations of calcium phos- 
phate; a submucous zone showing marked infiltration 
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with small lymphocytes and polymorphonuclears, 
marked vascular engorgement, and bacteria; and a 
muscular zone intact or completely sclerosed. 

The treatment indicated depends upon the degree 
of involvement. In mild cases the instillation of sil- 
ver nitrate may be beneficial. In more severe cases 
the best results have been obtained from curette- 
ment. In the female curettement may be accom- 
plished transurethrally after dilatation of the urethra, 
but in the male the lesions must be attacked supra- 
pubically. Witttam C. Beck, M.D. 


Watson, E. M.: Complete Rupture of the Urethra. 
A Method of Repair in Delayed Cases. J. U’rol., 
1935) 33: 64. 


The author reports a method to restore to satis- 
factory function the completely severed deep urethra 
after its repair has been unnecessarily delayed. 

When the urologist first sees a case of rupture of 
the urethra in which repair has been delayed, marked 
fibrosis has usually taken place about the space 
between the prostatic urethra and the severed bulbo- 
membranous portion. The end of the urethra is 
often retracted, entirely occluded, and drawn either 
lateralward or upward from its normal path. Pockets 
of infection may persist, sometimes with a sinus 
leading to the suprapubic region, the groin, the peri- 
neum, or the perirectal spaces, and the diverted 
urinary path has become a hardened fistulous tract. 

Watson reports three cases in which operation 
was performed as follows: 

After suitable skin and genital sterilization, the 
patient was placed in the exaggerated lithotomy 
position and a sound gently introduced into the 
urethra as far as it would go. An inverted U incision 
was then made in the perineum, the levatores ani 
were pushed back, and the transversus perinei was 
brought forward. The central tendon of the peri- 
neum was cut across and the anterior end of the 
urethra located. The latter was freed up to its 
distal point, care being taken to preserve as much 
of the urethra as possible. The rectum was pushed 
back, the end of the prostate identified, and the 
hardened scar tissue about the prostatic opening or 
about the urethra excised. A No. 28 catheter was 
then introduced through the urethra, across the 
wound, and into the bladder. When the freed end 
of the anterior urethra was pulled down as far as 
possible toward the prostatic portion, there still 
remained an unbridged portion of about 1% in. 
At this point, two flaps) were cut, one from either 
side of the anterior urethra. With maintenance of a 
base attachment to the anterior urethra, the freed 
flaps were rotated, their distal ends sutured to the 
prostatic urethra, and three submucosal supporting 
sutures placed around the flaps, the catheter being 
used as a splint. The periurethral tissue was then 
built up around the anastomosed portion, the leva- 
tores ani were brought together, and the skin and 
subcutaneous tissue closed around an oil-silk drain 
carried down to the periurethral layer and brought 
out at the lower angle of the wound. 
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In both cases a satisfactory clinical recovery 
resulted. The urine became free from infection and 
urination became normal. In one case, there was 
a moderate stricture. Emer Hess, M.D. 


GENITAL ORGANS 


Young, H. H.: Prostatic Calculi. 
32: 660. 


J. Urol., 1934, 


This article is based on 100 cases of prostatic 
calculi found in the records of the Brady Urological 
Institute, Baltimore. The patients ranged in age 
from twenty to eighty-nine years, but the greatest 
number were between fifty and fifty-nine years. 
The calculi were associated with a benign adenoma 
of the prostate in 29 cases, with chronic prostatitis 
in 50, and with chronic prostatitis and carcinoma 
in 2. In 6, they were found following the formation 
of a prostatic abscess, and in 5, in the prostatic 
fossa after prostatectomy. In 7 cases there was no 
clinical evidence of prostatitis. In 1 case they were 
found in the utricle. 

Young divides prostatic calculi into those of the 
endogenous type and those of the exogenous type. 
The former are formed within the substance of the 
prostate, whereas the latter are formed in diverticula 
of the prostatic urethra or enter the urethra from 
the kidney, ureter, or bladder. The endogenous 
calculi are the more interesting because of the 
difficulty in explaining their origin and location and 
their relationship to other pathological conditions 
of the prostate such as hypertrophy, carcinoma, in- 
fections, and abscesses. Young divides endogenous 
calculi into the following 4 groups: (1) those asso- 
ciated with prostatitis, (2) those associated with 
hypertrophy, (3) those suggesting carcinoma, and 
(4) those occurring in both the prostate and the 
urinary tract. He reports illustrative cases of each 
of these types and of the exogenous type. 

Of the reviewed cases of calculi associated with 
prostatitis, a history of gonorrhoea was given in 54 
per cent. The prostatic symptoms developed soon 
after the gonorrhceal infection. However, Young 
states that calculi often follow a gonorrhoeal infec- 
tion without symptoms for many years. In 9 of the 
reviewed cases a diagnosis of stricture was made. 
In rare instances the calculi erode the urethral 
mucosa and are passed with the urine or remain 
within the prostatic urethra. Obstruction to urina- 
tion occurred in 30 per cent of the reviewed cases of 
calculi with prostatitis. Sexual powers are impaired 
very little, if at all, by the presence of prostatic 
calculi. 

The diagnosis of the presence of calculi with 
prostatitis is usually made by X-ray examination. 
In only a small percenage of the reviewed cases were 
the calculi revealed by crepitus when pressure was 
made on the prostate with the finger. 

The treatment in the reviewed cases of calculi 
associated with prostatitis varied greatly. In many 
cases in which the prostate is filled with small 
calculi the patient is quite comfortable. When the 
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calculi cause irritation, burning, pain, hematuria, 
difficulty and frequency of urination, marked ob- 
struction, and back-pressure, the author has urged 
their removal. He states that the punch operation 
and transurethral resection are not to be recom 
mended in such cases as they would usually be 
incomplete. Whenever possible, perineal prostatec- 
tomy or prostatolithotomy should be done. The 
ideal operation is removal of the stones without 
opening of the urethra. This can often be accom 
plished with a curette through lateral incisions into 
the prostatic capsule, the lobes being removed with 
scissors or a knife. Calculi in the median portion 
can also frequently be removed from one of the 
lateral cavities. A median bar can be excised with a 
knife or scissors. 

In cases of prostatic calculi associated with pro- 
static hypertrophy the calculi are found almost in- 
variably outside the hypertrophied lobes, generally 
in the fibrous capsule of the lobe and separate from 
the non-hypertrophied prostatic tissue around it. 
Young believes that the calculi form in the acini or 
ducts of the normal prostatic tissue that is being 
compressed just outside the growing adenomatous 
lobe. He states that such stones are removed best 
by the perineal route. | CLaupe D. Homes, M.D. 


Gordon-Taylor, G.: Multiple Fibromata of the 
Tunica Vaginalis. Brit. J. Urol., 1934, 6: 320. 


The case reported was that of a man forty-two 
years of age who consulted the author because of a 
firm, painless swelling of an imperfectly descended 
left testicle. There was a history of injury. Four 
years after receiving the injury the patient consulted 
a physician and was told that there was no cause for 
anxiety regarding its effects. Ten years later, when 
he was thirty-two years of age, he was passed as {it 
for the army, although the swelling had increased in 
size. At the age of forty-two he presented himself 
for life insurance, but was rejected because of a 
diagnosis of tuberculous disease of the epididymis. 
Another physician regarded the condition as 4 
malignant neoplasm. 

There was no history of venereal disease and the 
Wassermann reaction was negative. The diagnosis 
of a malignant growth of an undescended testicle 
was made and operation advised. At the present 
time, more than ten years after the operation, the 
patient is in perfect health. 

The pathological report shows that the testis and 
tunica vaginalis formed a firm mass measuring 2 by 
1% by 1 in. On section, the parietal layer of the 
tunica was found to be greatly thickened by grayish 
fibrous tissue measuring 34 in. in its thickest part. 
The inner surfaces of both layers showed several 
pedunculated fibrous nodules up to \ in. in diam- 
eter. The body of the testis appeared healthy and 
free from fibrosis. On microscopic examination the 
thickened tunica was found to consist of dense 
fibrous tissue in which were collections of chronic 
inflammatory cells, mainly plasma cells. Section of 
one of the pedunculated nodules showed dense 
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fibrous tissue. These findings suggested a long- 
standing chronic inflammation of the tunica vag- 
inalis. 

The author therefore diagnosed the condition as 
multiple fibromata of the tunica vaginalis, a benign 
lesion. This diagnosis could be made only by micro- 
scopic examination of the removed organ. 

ELMER Hess, M.D. 


MISCELLANEOUS 


Decker, P.: Urinary Colibacillosis (Colibacillose 
urinaire). Rev. med. dela Suisse Rom., 1934, p. 1063. 


After forty years of study it still remains to be 
determined whether infection of the urinary tract 
takes place by the ascending or the hematogenous 
route. 

The theory that pyelitis is a hematogenous infec- 
tion dates from the work of Albarran in 1889. In 
1894, Escherich concluded that the infection was 
ascending because of the greater frequency of pye- 
lonephritis in female infants than in male infants, 
but in 1905 Cathala claimed that he had demon- 
strated the intermediate stage of the hematogenous 
mode of invasion by means of blood cultures. 

In the course of subsequent studies no investi- 
gator has demonstrated with certainty that a septi- 
cxmic state precedes the infection of the urinary 
tract. In the majority of cases the urinary infection 
is present first and the blood invasion appears to be 
secondary. 
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According to the evidence obtained from blood 
cultures, the work of Heitz-Boyer represents no 
advance over that of Cathala in 1905. Of the other 
proofs of a silent blood invasion, cures of colibacil- 
luria by treatment of the intestine seem most im- 
portant, but in the author’s opinion the cases cited 
are not convincing. 

With regard to the evidence offered by intermit- 
tent bacilluria in patients suffering from intestinal 
stasis due to various causes, the author’s studies are 
essentially negative. Of 200 such patients, only 6 
presented a bacilluria which could not be accounted 
for by the presence of a focus of infection. 

Decker maintains that the metastasis of infection 
from a focus in the tissues and the metastasis of 
infection from the intestinal lumen are not at all 
analogous, and to date there is no convincing evi- 
dence, either direct or indirect, that the latter occurs. 
Besides ascending the urinary tract, the infection 
might spread by the lymphatic route quite as well as 
by the hematogenous route. 

The treatment of colon bacillus infections of the 
urinary tract is discussed in detail. Of the long-used 
standard procedures—the administration of antisep- 
tics by mouth, treatment to change the composition 
of the urine, disinfection by the direct introduction 
of antiseptics into the urinary tract, and immuno 
logical methods, the author seems to have confidence 
in only the first three. He regards Besredka’s anti 
virus and the bacteriophage as of doubtful value. 
ALBERT F. DeEGroat, M.D 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Young, A. G., and MacMahon, H. E.: Chronic 
Proliferative Arthritis in Patients with Rheu- 
matic Fever. J. Bone & Joint Surg., 1935, 17: 151. 


The relationship between acute rheumatic poly- 
arthritis and chronic proliferative arthritis has long 
been a subject of controversy. Since Heberden in 
1782 and Haygarth in 180s first differentiated acute 
rheumatism from chronic rheumatism, clinicians 
have been divided into two schools—those who 
believe that the two conditions are entirely separate 
and those who consider them different manifesta- 
tions of the same process. 

The authors maintain that there is no justifiable 
reason, clinical or pathological, for the adoption of 
such extreme viewpoints. Each condition may 
occur alone and absolutely independently of the 
other where as in certain cases there seems to be a 
definite sequential relationship between the two 
conditions. 

The authors summarize ten of thirty collected 
cases and report two cases. 

In every case the condition began as acute 
rheumatic polyarthritis and, as it became chronic, 
atrophic changes developed in the joints. 

The age at the time of the first attack ranged 
from eight to forty-five years and the duration of 
the arthritis from six months to twenty-two years. 
Of the ten patients whose cases are summarized, 
nine had mitral stenosis when they were admitted 
to the hospital. The tenth was treated shortly 
after the onset of the disease and recovered without 
sustaining valvular damage. 

Aside from the cardiac findings, there were no 
clinical signs or symptoms to distinguish the condi- 
tion from acute or chronic (non-rheumatic) infec- 
tious or rheumatoid arthritis. The roentgenographic 
and laboratory findings were of no value in the 
differential diagnosis. 

Investigators studying rheumatic fever have at 
different times observed various tissue reactions— 
namely, large subcutaneous nodules, microscopic 
nodules of the myocardium and loose tissue about 
the joints, proliferative changes of the endocardium 
of the synovia, and lesions of blood vessels—which 
they have regarded as characteristic of, if not specific 
for, rheumatic infection. 

Fahr maintains that Aschoff’s nodule is a specific 
product characteristic of the disease, and that its 
presence alone is sufficient to justify the diagnosis of 
‘rheumatic granulomatosis.” 

In the cases presented by the authors the occur- 
rence of the joint disease was so closely associated 
with the onset and progress of the rheumatic fever 


as to render it obvious that the arthritis was a part 
of the rheumatic fever. Moreover, the joints affected 
were those involved by infectious (non-rheumatic) 
arthritis. 

In conclusion the authors state that the differen 
tiation between cases of rheumatic fever with poly 
arthritic manifestations and chronic proliferative 
arthritis (non-rheumatic) is a problem for the 
clinician. In the light of present knowledge, the 
cardiac findings are the chief determining factors 
Histological study of tissue from lesions that have 
definitely healed or have become chronic and pro 
gressive offers little or no aid, and in cases showing 
the characteristic subcutaneous or submiliar) 
nodules a differential diagnosis has not been proved. 

Norman C. Buttock, M.D. 


Swaim, L. T.: Orthopedic and Physical Therapeutic 
Treatment of Chronic Arthritis. J. Am. JM 
ASs., 1934, 103: 1589. 

The orthopedic treatment of chronic arthritis 
should be begun at the very onset of the arthritis 
and carried out in close relationship to the medica! 
care. 

There are three objectives in the treatment of 
chronic arthritis: (1) to control and stop the 
disease, (2) to prevent deformity, and (3) to restore 
the patient to his normal life as functionally capable 
as possible. 

Arthritis is always a constitutional disease. The 
joint inflammation is only a symptom. The heat 
regulating apparatus and the circulation are dis 
turbed, the vasomotor control is unstable, the blood 
pressure is low, the basal metabolic rate is often 
subnormal, and the function of the gastro-intestinal 
tract is defective. There is always a secondary 
anemia. Not infrequently, correction of posture by 
systematic corrective exercise, rest, and corrective 
positions will remedy many of the functional 
physiological failures. The treatment of every case 
of arthritis should begin with rest positions in bed 
The author describes the various rest positions that 
may be used. 

While the patient is in bed heat may be applied 
by hot air bakes, steam baths, diathermy, infrared 
irradiation, or a sun lamp. 

Efforts to prevent deformities should be instituted 
early in the disease. Almost every deformity in 
arthritis is a flexion deformity. The author advises 
the use of supporting plaster splints for periods of 
not more than forty-eight hours. In his cases the 
plaster used is bivalved and the joint is moved a 
little each day. Gradually the time of exercise is 
increased and the period of rest shortened. 

Deformities that have already occurred may be 


corrected by various methods. Joints that have 
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begun to flex can often be straightened by plaster 
spints re-applied every day or two or by the use of 
corrective splints such as the Thomas caliper splint 
for the knee, banjo splints for the hand, cock-up 
splints for the wrist, and the airplane splint for the 
shoulder. In cases in which correction cannot be 
obtained by such means, manipulation of the joints 
may be done under anesthesia and, if this fails, by 
open operation after the process has become 
quiescent. The results of operation are improved 
by a month or two of pre-operative physical therapy 
and exercise. Norman C. Buttock, M.D. 


Rahm, H.: Predisposition in Osteochondritis 
Dissecans of the Capitellum Humeri (Zur 
Frage der Disposition bei der Osteochondritis 
dissecans Capituli humeri). Zentralbl. f. Chir., 
1934, P. 2263. 


Trauma is coming to be regarded more and more 
as playing only an occasional réle in the develop- 
ment of osteochondritis dissecans. Recently Nielsen 
attempted to determine the importance of heredity 
in this disease. According to his large series of 
investigations the general incidence of the condition 
is 4.1 per cent, whereas the follow-up of 191 un- 
selected relatives of patients suffering from the condi- 
tion revealed an incidence 4 times as high. There- 
fore this disease must be included in constitutional 
pathology. 

The author presents the histories and roent- 
genograms of 4 male members of a family who were 
affected with osteochondritis dissecans of the 
capitellum of the humerus. In all of these subjects 
the condition began at the age of puberty, between 
the fourteenth and sixteenth years of life. All of the 
subjects were of the stocky type. Two other males 
of the family were similarly diseased but could not 
be examined. The fact that the disease began at 
the time of puberty, when the condition of the open 
epiphyseal lines of the skeletal portions forming the 
elbow joint undergoes transition into that of svnos- 
tosis, suggests that the cause is a defect in this proc- 
ess due to a constitutional-endocrine factor. Heredi- 
tary constitutional factors are undoubtedly of 
fundamental importance. 

The first of the cases reported was that of a 
farmer twenty-five years of age who had been unable 
to extend his elbow since his fifteenth year. He was 
of the short, stocky type with powerful muscles. 
The blood picture was normal. The blood belonged 
to Group o. The roentgenograms showed a severely 
deforming osteo-arthritis in both elbows involving 
especially the capitellum of the humerus but also 
the capitellum of the radius and the ulna. 

The second case was that of brother of the first 
patient who was seven years older than the latter. 
The patient stated that the condition began when he 
was fourteen years old. He was of a stocky type like 
his brother. He had a high changing voice. His 
blood belonged to Group o. The clinical and roent- 
gen findings in both elbows were similar to those in 
the first case. 
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The third case was that of an uncle (brother of the 
mother) of the two other patients. This patient was 
forty-eight years old, 154 cm. high, and of athletic 
build. His blood belonged to Group o. The disease 
began in the right elbow in the sixteenth year of 
life. The changes in both joints were similar to 
those in Cases 1 and 2. 

The fourth case was that of the son of the third 
patient, who was thirteen years, 140 cm. high, and 
of the same body build as his father. There was 
limitation of motion in both elbow joints. Roentgen 
examination showed closure of the epiphyseal line 
of the right humerus, distinct osteitis at the typical 
site in the capitellum of the humerus, subchondral 
clear areas, and beginning changes in the capitellum 
of the radius. In the left arm the epiphyses were 
still distinct and no pathological changes were as 
yet demonstrable. 

(WorRTMANN). Lourts Neuwe rt, M. D. 


Mollo, L.: Necrosis of the Semilunar Bone of the 
Wrist (La necrosi dell’osso semilunare del carpo). 
Chir. d. organi di movimento, 1934, 19: 343. 

The author reports a case of Kienboeck’s disease 
in a nineteen-year-old girl who was unable to recall 
any trauma to the wrist. After removal of the bone 
and a period of immobilization, recovery resulted 
uneventfully and function was completely restored. 
Bacteriological cultures were negative. 

On microscopic examination of the bone the 
deeper and more diffuse lesions were found to involve 
the central portions, in which most of the trabeculae 
were atrophic, often fragmented, and arranged in a 
disorderly fashion with complete obliteration of the 
lamellar structure. 

Osteocytes were practically absent in this area 
whereas they seemed to be rather well preserved at 
the periphery. The articular cartilage was inter- 
rupted in some places, particularly where the bone 
had undergone retrogressive changes. 

The most important changes involved the bone 
marrow. Among these were connective tissue pro 
liferation with subsequent sclerosis and a tendency 
toward osseous metaplasia. In other portions there 
was a homogeneous substance which assumed the 
form of blocks or granules of a brownish-yellow 
color suggesting the deposition of hamosiderin. This 
deposition of pigment was found also in the region 
between bone and cartilage. No inflammatory or 
vascular changes were observed. 

Taken as a whole, the lesions consisted of necrotic 
areas of the central portion of the bone which in all 
probability were the result of some kind of circula- 
tory disturbance. This assumption appears plau- 
sible because of the deposition of blood pigment in the 
medullary areas although there was no histological 
evidence to support it. The cartilaginous erosions 
were probably secondary to the central necrosis. 

With regard to the pathogenesis of the condition, 
the author states that the semilunar bone is exposed 
to considerable physiological strain augmented by 
repeated traumatism resulting from ordinary manual 
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activity. Moreover, its blood supply is inadequate. 
Hence, the slightest vasomotor disturbance may 
lead to necrosis, particularly during the age of 
growth when the blood demand is increased. 

This theory agrees with the general view that 
trauma is to be ruled out as the direct cause of the 
condition. However, there is probably also involved 
an individual predisposition, the result of a preced- 
ing osteochondritis at the time of ossification which 
in this early period has remained latent or has 
healed, leaving the bone in a markedly weakened 
condition. RicHarp E. Somma, M.D. 


Koch, S. L.: Disabilities of the Hand. J. Am. M. 
ASS., 1935, 104: 30. 

Koch says that when once joint fixation has taken 

place, some form of active treatment must be under- 
taken to permit movement. Four methods are avail- 
able: (1) splinting and physical therapy, (2) manip- 
ulation, (3) extra-articular operations, and (4) intra- 
articular operations. 
_ If absolute fixation at the joints has not occurred, 
considerable improvement can often be obtained by 
splinting and judiciously applied physical therapy. 
In the application of splints the author prefers the 
use of elastic tension maintained for six, eight, or ten 
hours of the twenty-four. The tension should be 
released when it begins to cause pain. Splints should 
be of a type that can be easily applied to the hand 
and easily removed. 

Better results will be obtained if, in the beginning 
of the treatment, the splint can be completely re- 
moved to permit the use of contrast baths, the 
application of heat, and active and passive move- 
ment alternately with the application of tension. 

The attempt to secure movement in stiff joints by 
manipulation under anaesthesia has often resulted 
in increased stiffness rather than increased mobility. 

Manipulation is of value in cases in which adhe- 
sions have not completely prevented movement. 
The part should be moved at the affected joint 
once or twice through its complete range of motion. 
If the hand and forearm are then immobilized for 
twenty-four hours and active and passive movement 
is begun promptly afterward, definite improvement 
in function can be obtained. 

In 1920 Shaw emphasized that if the fingers are 
kept immobilized in extension, shortening of the 
collateral ligaments of the metacarpophalangeal and 
interphalangeal joints occurs and that this shorten- 
ing constitutes an important factor in the stiffness 
of the extended fingers and their resistance to move- 
ments of flexion. He showed, furthermore, that if 
the ligaments are carefully detached from their 
origin on the head of the metacarpal bone, a definite 
degree of restoration of flexion can be obtained and 
this can be preserved by the help of splinting and 
physical therapy. The author states that he has 
obtained excellent results by Shaw’s operation in a 
number of cases. 

Fixation of the fingers in flexion at the inter- 
phangeal joints is usually complicated by flexion 


contracture of the superficial tissues and fixation of 
the flexor tendons by scar tissue due to the original 
injury. Contraction of the joint capsule and the 
accessory ligaments also plays an important part in 
this disability. 

The author credits Silver with emphasizing the 
important réle played by contraction of the joint 
capsule in this type of contracture and describing an 
effective method of treatment—subperiosteal sepa- 
ration of the joint capsule, usually on the side of the 
convex or condylar segment of the joint. 

Koch has used Silver’s procedure in five cases and 
considers it definitely superior to violent rupture o/ 
the capsule by blunt dissection. He states that in 
cases with shortening of the collateral ligaments, 
recurrence of the flexion deformity will take place 
unless the proximal attachment is divided or freed. 

In the treatment of joints which have become 
ankylosed as the result of infection or injury some 
form of intra-articular operation is necessary. 

The author emphasizes several details which are 
of importance in attempts to secure movement at 
the wrist joint in cases of bony fusion. These arc: 
(1) exposure of the joint by two lateral incisions, 
one on the radial and one on the ulnar side, to give 
adequate access to the entire joint area with minimal 
traction on, and trauma to, extensor tendons 
(2) the removal of suflicient bone to insure an ade 
quate joint space, which at times means removal vi 
both rows of carpal bones; (3) shaping of the con 
tour of the newly formed joint surfaces so that the, 
resemble as nearly as possible those of the norma! 
joint; and (4) the securing of smooth bone margins 
so as to avoid leaving overhanging edges of bone 
which might predispose to new formation of bone 
and subsequent interference with freedom of move 
ment. 

While the results from this type of operation have 
been far from perfect, definite improvement has 
been obtained in a considerable number of cases 
Koch believes that with greater care in operative 
procedure and more persistent efforts to secure 
active movements following operation, the results 
will be improved. Norman C, Buttock, M.D. 


Guentz, E.: The Diseases of the Intervertebral 
Joints (Die Erkrankungen der Zwischenwirbelge- 
lenke). Arch. f. orthop. Chir., 1934, 34: 333. 

The author examined a large number of spines 
especially with regard to the intervertebral joints 
Normallly, the articular capsules are quite wide, the 
articular cavities are spacious, and the mobility of 
the dissected joints is considerable. However, the 
joints are securely locked by the ligaments and the 
firm union of the vertebral bodies through the inter- 
vertebral disks. The position of the joints is different 
in different parts of the vertebral column, ranging 
from 45 degrees to nearly vertical. 

When the normal stability of the vertebrx be- 
comes reduced, displacements in the vertebral joints 
occur quickly as the ligamentum flavum has a 
tendency to compress the individual vertebric 




















against each other. As the capsular ligaments are 
unusually tight, their incomplete division when the 
joint is opened is more apt to be followed by the 
breaking off of an articular process than by rupture 
of the capsular joint. The articular surfaces consist 
of smooth, hyaline articular cartilage which in cer- 
tain vertebra may vary in size on the two sides. 
The thickness of the cartilage presents considerable 
variations even under normal conditions. 

As a rule no pathological deviations are to be 
observed up to the age of thirty years. Thereafter, 
changes which are sometimes marked become con- 
tinuously more frequent. These consist of pro- 
gressive destruction up to complete bony rigidity. 
In the mildest grades there is a definite dryness of 
the articular cartilage due to absence of fluid in the 
joint. Defects and proliferations are still absent in 
this stage. 

In contrast are the changes in which there is an 
increase of fluid in the joint and the cartilage appears 
swollen. Not infrequently there is a partial yellow 
discoloration of the cartilage. 

l'rom these initial changes arise all transitions to 
complete destruction of the articular cartilage. In 
one and the same individual both normal joints and 
those showing the most marked changes may be 
found. In the cases reviewed no relationship to 
other diseases of the individual could be demon- 
strated according to the detailed autopsy protocols. 
On the other hand, the changes were entirely differ- 
ent from those occurring in early spondylarthritis 
ankylopoietica. The most severe changes were 
found especially often in the thoracic portion of the 
vertebral column and occurred predominantly on 
the right side. In the author’s opinion this is ex- 
plained largely by the fact that the third to the 
fifth thoracic vertebra show the least mobility. 

A relationship of diseases of the vertebral joints 
to changes in the intervertebral disks could not be 
demonstrated. Neither was it possible to demon- 
strate a definite relationship to existing kyphoses or 
compensatory lumbar lordosis. 

On the other hand, 8 scolioses examined showed 
striking unilateral changes in the vertebral joints on 
the concave side, 2 showed unilateral changes on 
the convex side, and 1 showed bilateral changes. In 
spite of the relatively small amount of material, 
the author suggests that in certain types of scoliosis 
the cause is unilateral disease of the small vertebral 
joints. 

_ A review of the macerated specimens showed that 
in spondylitis at the site of the gibbus the small 
joints were completely ankylosed and the neighbor- 
ing joints presented marginal exostoses. In cases 
of fracture the changes in the small vertebral joints 
paralleled those in the vertebral bodies. On the 
other hand, in cases of even severe spondylarthritis 
deformans the small vertebral bodies showed no 
striking changes. In Bechterew’s disease, of which 
the author had the opportunity to examine a fresh 
case, there is no degenerative reaction but a typical 
arthritis with round-cell infiltration, hyperamia, 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 451 


connective tissue proliferations, and ultimate heal 
ing by ossification. Not rarely, other joints show a 
polyarthritis ankylopoietica of the Ziegler type. 

In conclusion the author calls attention to the 
disease picture of pseudo-spondylolisthesis described 
by Junghans. In this condition also the interverte- 
bral joints at the site of involvement exhibit marked 
changes. (Deus). Louis Neuwetr, M.D. 


Zadek, I.: Congenital Coxa Vara. Arch. Surg., 1935, 
30: 62. 


Zadek reviews the history of congenital coxa vara 
and the various theories regarding it back as far 
as the theory advanced by Fiorani in 1881. He 
states that the cause of the condition is unknown 
and the microscopic picture is not characteristic. 
In the examination of a removed section including 
portions of the articular cartilage and the neck of 
the femur he found degenerative changes in the 
deeper layers of the cartilage with areas suggestive 
of mucinous degeneration and tiny intracartilaginous 
cysts formed apparently as the result of liquefaction 
of the cartilage. The subchondral bone was com- 
pact, there being widespread subchondral osteo 
sclerosis which extended through the entire capital 
epiphysis. 

The striking signs of the condition in childhood are 
deformity and a painless limp. The gait may easily 
be confused with that of congenital dislocation of 
the hip, but the roentgen appearance is pathogno 
monic. The obvious change is a depression of the 
neck of the femur. Closer examination suggests a 
loss of substance in the neck which, to the inexperi 
enced, may suggest a fracture with non-union. The 
greater trochanter is elevated, and in the older cases 
becomes much elongated and assumes a “‘beaked”’ 
appearance. 

In the author’s opinion the treatment should in- 
clude drilling of the neck of the femur to open up a 
new blood supply and thereby stimulate ossification. 
Either at the same time or later a wedge osteotomy 
of the subtrochanteric type should be done to correct 
the angle of the neck. 

Ten successfully treated cases are reported. 

Ropert C, LONERGAN, M.D. 


Logréscino, D.: Tuberculosis of the Neck of the 
Femur (La tuberculosi del collo del femore). 
Chir. d. organi di movimento, 1934, 19: 205. 

The author classifies tuberculous lesions of the 
neck of the femur on the basis of the local arterial 
supply and distinguishes four main foci of infection. 

Foci derived from the inferior cervicodiaphyseal 
arch include those which are located immediately 
above the lesser trochanter and extend a few centi 
meters below the extreme limit of the inferior cer- 
vical arch. These foci probably arise from emboli 
which have been caught in the initial course of the 
vessel. This lesion occurs most frequently and its 
clinical course is apt to be severe. 

Roentgenologically the bone has an evanescent 
appearance and the lesion assumes a semilunar 
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shape. As the process approaches the bony cortex, 
atrophy and decalcification of the entire femur 
become more pronounced with a resulting reduction 
in length and thickness. The formation of a seques- 
trum or necrosis is visible long before a line of 
demarcation has formed. 

The adjacent synovial membrane is at first little 
affected, but later the joint cavity is filled with a 
clear, yellowish and aseptic fluid which subsequently 
becomes purulent. Panarthritis is the usual out- 
come. 

Foci in juxtaposition to the epiphysis are derived 
from the superior cervicodiaphyseal arch. The 
following three anatomical types, mentioned in 
descending order of frequency, can be differentiated: 

1. Foci of the spur of the neck, which are in the 
territory supplied by the inferior cervical arch. 

2. So-called cuneiform foci (foci of the inter- 
mediate tract of the neck), which, in the child, 
occupy a zone supplied by an independent and 
terminal arteriole. 

3. Foci of the supero-external tract, which are in 
the territory supplied by the corresponding artery. 

Foci in the juxta-epiphyseal zone have certain 
physiopathological peculiarities which differentiate 
them from other anatomical types. As the result of 
the action of circulating toxins or disturbance of 
the circulation the ntervening cartilaginous plate 
becomes necrotic. The entire bony segment is 
usually shortened. 

Bulbometaphyseal foci occupy a territory which is 
supplied by the terminal branches of the synovial 
vessels of the cervicotrochanteric fossa. 

Characteristic of this region are tuberculous cysts. 
Such cysts are located centrally in the bulbar region 
of the metaphysis and surrounded by a thick layer 
of osseous healthy tissue. They pursue a chronic 
course and may enlarge considerably in the complete 
absence of symptoms. 

The lesion is relatively benign and usually re- 
placed by a scar. 

Metaphyseal subtrochanteric foci are located 
under the cartilaginous plate of the greater tro- 
chanter and at the limits between the metaphysis 
and diaphysis. They are semi-spherical and usually 
spread toward the superior cervical arch. They 
never invade the cartilage and rarely invade the 
diaphysis. 

In some cases the cartilage becomes necrotic, 
the nucleus of the greater trochanter is destroyed, 
and a fistula develops in the gluteal region. 

As a rule this type of lesion is benign and remains 
extra-articular. 

The article contains many very instructive illus- 
trations. Ricuarp E. Somma, M.D. 


Lagergren, K. A.: The Diagnosis of Meniscus In- 
juries by Arthrography (Zur Frage der Diagnos- 
tizierung von Meniskusschaeden mittels Arthrogra- 
phie). Acta chirurg. Scand., 1934, 75: 485. 


Following a review of the development of roent- 
genography of the joints and a discussion of the 
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different opaque substances employed for the pur. 
pose, the author reports his roentgenographic studies 
of the knee with the use of 20 c. cm. of a 17.5 per 
cent solution of perabrodil. 

With this opaque substance and by a simple 
technique, Lagergren was able to demonstrate 
meniscal injuries in clinically uncertain cases. It 
was possible also to make a diagnosis of the typx 
and extent of the damage which was subsequent}, 
confirmed by the findings of arthrotomy. 

For good results it is very important to make the 
roentgenograms with the knee in an oblique dire: 
tion as thereby a relatively free projection of the 
different parts of the menisci can be obtained. 

Lagergren studied also the effect of the opaque 
substance on the joint. Before and after the inje 
tion of the opaque substance he made a cytological 
examination of the synovial fluid and determined its 
content of albumin. After the injection he deter 
mined its content of iodine. In a number of cases 
in which operation was performed twenty-four hours 
following the roentgen examination he excised a 
portion of the capsule for microscopic study. 

On the basis of a number of cases which he cites 
he discusses the interpretation of the roentgeno 
gram, emphasizing particularly the difficulties in 
proper judgment of the lateral meniscus. This part 
of the article is illustrated with roentgenograms an 
drawings. 


Colonna, P. C.: Congenital Pseudarthrosis of the 
Leg: Three Cases Treated by Massive Bone 
Graft. J. Am. M. Ass., 1934, 103: 2012. 


Congenital pseudarthrosis is a rather rare type of 
fracture. It is not merely a fracture that fails to 
unite, but a pathological condition in a bone or 
bones causing weakness with subsequent fracture 
It is apparently most common in the bones of the 
leg. Codivilla classified cases of congenital pseud- 
arthrosis into the following three groups: (1) those 
in which the usual anterior deformity is present with 
out fracture, (2) those presenting the typical pseud- 
arthrosis, and (3) those with more or less loss of 
bony substance accompanied by marked deformit) 

Before the occurrence of fracture definite changes 
may be observed in the bone. In this early phase 
there is anterior curving of the leg. When fracture 
occurs, the deformity is likely to be increased. The 
most common type of case is one in which a definite 
pseudarthrosis is present in both bones with a char 
acteristic angular deformity of the lower third of the 
leg. The Wassermann reaction and the findings of 
chemical study of the blood are negative. 

Following a review of the various theories as to 
the cause of the condition, the author expresses the 
opinion that the cause is primarily local. He agrees 
with Codivilla and Henderson that the basic factors 
are probably faulty embryonic development and 
congenital interference with the circulation. 

Colonna reports three cases in which massive 
bone grafting was done with successful bony union 
in two. 
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The article is concluded with the following sum- 
mary: 

1. Congenital pseudarthrosis has been rarely re- 
ported in the American literature. 

2. Congenital pseudarthrosis of the leg appears to 
be due to a local rather than a general cause, and to 
occur usually in the lower third of the leg. 

3. Before the occurrence of fracture the bone or 
bones involved present the characteristic roentgeno- 
graphic appearance of a cystic formation somewhat 
resembling localized osteitis fibrosa cystica. The 
deformity is present at birth. Fracture occurs either 
at or shortly after birth, and hardly ever heals spon- 
taneously. 

4. Operative treatment is not indicated before the 
age of eight years. The chances for successful results 
from operation increase with the age of the patient. 

5. The method of choice is the massive bone- 
grafting technique employed in the three cases re- 
ported. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Haas, S. L.: The Treatment of Permanent Paralysis 
of the Deltoid Muscle. J. Am. M. Ass., 1935, 104: 
99. 


Permanent paralysis of the deltoid muscle causes 
a disabling deformity of the arm with resulting loss 
of the power of abduction. When conservative 
treatment for a year has failed, there still remains 
the possibility that function may be restored to 
some degree by surgical treatment. The author 


reviews and comments on the several procedures 
which have been advocated, including arthrodesis 
and muscle transplantation, and reviews the factors 
which must be taken into consideration in the choice 
of operation. He emphasizes that in muscle trans- 
plantation the muscle to be transplanted must be 
strong enough to carry out the function of the muscle 


for which it is to be substituted. He believes that 
the muscle most satisfactory for transplantation is 
the trapezius. 

Haas reviews thirty-two cases of deltoid paralysis 
treated by muscle transplantation. In more than 
half of a series of thirty in which a trapezius-fascia 
transposition was done a satisfactory functional 
result was obtained. The stronger the transposed 
— and accessory muscle the better was the 
result. 

The operative technique used by Haas in his 
earlier cases is described as follows: 

An incision beginning well out on the spine of the 
scapula is made along the spine to the acromion 
process and then to the outer third of the clavicle. 
The insertion of the trapezius is freed from the 
spine of the scapula and clavicle, with care to avoid 
including the supraspinatus muscle. The trapezius 
is then mobilized so that it forms a tongue-like mass, 
care being taken to protect its main nerve and 
blood supply. A sufficiently long and wide strip of 
fascia lata removed from the thigh is then sutured 
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to the raised-up trapezius muscle with heavy braided 
silk. A ditch is cut out of the spine of the scapula 
just back of the acromion process and the free end 
of the fascia lata is passed through this ditch and 
over the apex of the shoulder in the subcutaneous 
fat to an incision made over the lower part of the 
paralyzed deltoid muscle. Through this second 
incision a rectangular piece of bone is removed from 
the humerus near the deltoid eminence through the 
second incision and the free end of the fascia is 
brought down to, and passed through, this opening 
in the cortex and sutured to the surrounding 
periosteum. 

The results following this type of operation were 
at first quite good, but after a time there was a 
decrease in the range of motion. It was found that 
where the fascia passed through the ditch prepared 
in the acromion process it often became adherent to 
the bone. When this occurred, it was necessary 
to re-operate to free the fascial strip and surround 
it with a free fat graft. The re-operations demon- 
strated that direct union occurs between fascia 
and muscle and the fascia lata assumes a tendon- 
like appearance. In the author’s more recent opera- 
tions the formation of the ditch in the spine of 
the scapula has been omitted. The fascia is now 
brought over the acromion process as a flat band and 
anchored in several places to the deltoid muscle 
or passed under the perimysium. The distal end 
is then passed under an elevated spicule of bone 
near the deltoid eminence and sutured to the sur- 
rounding periosteum. The low insertion is of con- 
siderable advantage because of the added leverage 
obtained on the humerus. 

It was found also that after the muscle-fascia 
operation, the results of which were at first quite 
satisfactory, a considerable loss of power occurred 
later because of a shift of the fascia transplant. The 
cause of the shift in the line of pull was usually a 
luxation of the humerus from the glenoid fossa. A 
careful check of the more recent cases showed that 
there is often an associated luxation of the shoulder 
in paralysis of the deltoid. This is not surprising as 
the strong deltoid muscle capping the shoulder joint 
helps to maintain the humerus in its normal apposi- 
tion to the glenoid. If there has been a lack of 
adequate protection by a brace there is further 
stretching of the capsule which predisposes to dis- 
location. Haas calls attention to the fact that an 
abduction brace, when applied so as to hold the arm 
in the frontal plane of the body, has the pernicious 
effect of forcing the head of the humerus out of the 
glenoid cavity. Therefore, in conservative treat- 
ment with braces or plaster and for protection after 
operation it is important to see that the arm is 
directed a little anteriorly to the frontal plane of 
the body. When such a luxation is already present, 
it should be treated either before or at the time of 
the muscle operation. The Kiliani-Nicola, Hender- 
son, and Kirchner-Fowler types of operation are 
adaptable to the paralytic type of dislocation. The 
Kiliani-Nicola operation has been found best as it 
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is relatively easy to perform and can be done at the 
same time as the muscle fascia operation. 

Before the fascia transplant is anchored to the 
humerus the long head of the biceps is exposed by 
dissecting through the atrophied deltoid muscle. 
In dislocations to the medial side, a modification of 
the Kiliani-Nicola operation is used, the biceps ten- 
don being cut in two and the proximal portion 
passed through the humerus medial to the greater 
tuberosity and in lateral or posterior displacements 
it is passed lateral to the tuberosity. In this way a 
corrective pull is obtained on the head of the hu- 
merus toward the glenoid cavity. Correction of the 
dislocation of the shoulder joint improves function 
as the luxation changes the line of pull and prevents 
strong fixation of the head in the glenoid. The im- 
portance of fixation of the head of the humerus has 
been emphasized by Mayer, who showed that the 
first 90 degrees of motion after a trapezius-fascia 
transference is a fixed rotation of the humerus and 
scapula. Any subsequent abduction is a free motion 
between the scapula and humerus due to the pull of 
the biceps, coracobrachialis, or pectoralis major. 
This is the reverse of the normal movement of the 
upper extremity in abduction. In some cases the 
mechanism of motion after the operation is found to 
be similar to the normal movements of abduction. 

In a number of the cases reported by the author 
only a partial result could be expected at most as 
there was not sufficient muscle power to warrant 
either a muscle operation or an arthrodesis. Of 
importance in obtaining the maximum effect of the 
operation are a long period of postoperative physical 
therapy and postoperative protection from strain 
continued, if necessary, for a year. 

Ropert C. LONERGAN, M.D. 


Todd, A. H.: The Treatment of Pes Cavus. Proc. 
Roy. Soc. Med., Lond., 1934, 28: 117. 


The older methods of treating pes cavus often fail 
because they are based only on an attempt to correct 
the deformity. Even when correction of the de- 
formity is accomplished the underlying cause is not 
corrected and recurrence develops. In the ordinary 
“idiopathic” type of pes cavus the deformity is 
entirely in the forefoot. It consists of a dropping 
down of the forefoot. There is no paralysis of the 
lumbrical or interosseous muscles. The latter play 
only a passive part. This is evident from the fact 
that when the forefoot or anterior arch is pushed up 
the toes drop down into a normal position unless 
soft-part contractures have occurred. Pes cavus is 
not due to a shortening of the tendo achillis. Shorten- 
ing is secondary, not primary. The essential dis- 
turbance is the forefoot drop. The author believes 
its cause is weakness of the long extensor group of 
muscles. 

Todd’s treatment of pes cavus consists in com- 
plete correction of the deformity and strengthening 
of the long extensor group of muscles to prevent 
recurrence. First, the deformity is corrected by 
lengthening and flattening the joint capsules, fasciz, 


and tendon sheaths on the inner side of the foot. 
In addition, Steindler’s section of all structures 
attached to the os calcis is done as this allows the 
entire foot to elongate. The foot is then vigorousl 
manipulated. In the second part of the operation 
the extensor tendons are transplanted through holes 
bored in the necks of the first, third, and fifth meta 
tarsal bones and sutured firmly with the foot held in 
an over-corrected position. In cases with contrac 
tion of the soft parts of the toes, arthrodesis of the 
proximal interphalangeal joints is done and, it 
necessary, the deformed fifth toe is amputated. 
This operation is usually best performed when the 
patient is between sixteen and eighteen years of 
age, but if the deformity is so marked that thick 
plantar calluses are formed it should be done 
earlier. The results are satisfactory and permanent 
The operation is contra-indicated in the cases o! 
elderly patients with marked contractures and in 
cases of deformities due to poliomyelitis with com 
plete paralysis of the extensor tendon muscles. 
Cuester C. Guy, M.D 


FRACTURES AND DISLOCATIONS 


Freiberg, A. H.: Congenital Luxation of the Hip. 
Selection of Cases for Open Reduction. J. Bo): 
& Joint Surg., 1935, 17: I. 

In reviewing the history of the treatment of con 
genital luxation of the hip Freiberg says that, in 
1894, Lorenz, basing his opinion on roo cases of open 
operation, contended that attempts at reposition 
by any closed method would fail, whereas two years 
later he advocated the closed method, and at the 
present time one of the outstanding proponents of 
closed manipulation is Putti. Successful results from 
the closed method require very early recognition of 
the condition. All cases of congenital dislocation of 
the hip may be classified into 1 of the following 3 
groups: (1) those in which closed reduction should 
doubtless be attempted, (2) those in which the ad 
visability of even attempting closed reduction is 
debatable, and (3) those in which closed reduction 
is obviously out of the question because of age, 
marked deformity, or body structure. 

Freiberg believes that the technique of closed re 
duction has undergone very decided improvement 
that the closed method will be successful in a good 
percentage of cases of congenital dislocation of the 
hip in young children; and that open operation 
should be reserved for the cases of young children 
in which attempts at closed reduction have failed 
and for the cases of older children. He states that 
as end-result studies of closed reduction accumulat: 
in the literature, reports of structural changes caus 
ing a marked limp, discomfort, pain, and even deti 
nite reluxation will doubtless appear, but that this 
might be said of open operation if it were performe: 
routinely on young children. 

In conclusion he says that he looks upon skillful 
effort at closed reduction as an indispensable pre- 
liminary to the recommendation of open operation. 




















Open operation has a place as a method of reduction 

for congenital dislocation of the hip, but should not 

be regarded as a substitute for closed manipulation. 
Paut C. Cotonna, M.D. 


Compere, E. L., and Phemister, D. B.: The Tibial 
Peg Shelf in Congenital Dislocation of the Hip. 
J. Bone & Joint Surg., 1935, 17: 60. 


A shelf-forming operation is indicated in con- 
genital dislocation of the hip when open reduction 
is accomplished and the acetabulum is too shallow; 
when, in older cases, the femoral head cannot be 
reduced; when, with usage, after closed reduction, 
the acetabulum proves to be inadequate; and when, 
in cases of congenitally inadequate acetabulum, the 
hip becomes painful during adult life. 

This type of procedure with various modifications 
has given fairly satisfactory results. Its advantages 
are the ease and simplicity of performance of the 
operation. However, it has certain disadvantages. 
One is that the shelf may not be turned down suf- 
ficiently low. Another, that the reflected bone is 
sometimes unstable in its new position. A third, 
that postoperative muscle contraction tends to dis- 
place the femur upward, especially if it has been 
pulled down and if complete reduction has not been 
accomplished. 

To obviate these disadvantages the authors 
formed a tibial bone-peg shelf in fourteen cases of 
congenitally dislocated or inadequate hips and five 
cases of pathological dislocations resulting from 
pyogenic coxitis. 

While the number of cases is small and in most of 
them the time since the operation is too short for 
determination of the end-results, the authors state 
that in cases treated by this operation the shelf 
formed is more firmly anchored and heavier than 
the shelf made from the ilium; weight extension and 
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pin or wire fixation of the femur to the cast are not 
necessary; and the periods of immobilization and 
confinement to bed are materially shortened. Sub- 
sequent upward displacement of the shelf has never 
occurred. 

The range of motion has not been all that could 
be desired, but, on the average, has been about as 
great as that obtained after the formation of an 
iliac shelf. 

Disadvantages of the operation are that it is a 
more formidable procedure than the formation of 
an iliac shelf and requires two incisions. However, 
if one operating team removes the grafts while 
another exposes the hip, reduces the dislocation, and 
prepares the field, the time is reduced to approxi- 
mately that required for the construction of an iliac 
shelf and there is little shock. 

NorMan C. Buttock, M.D. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Schumacher, S.: Arteriovenous Anastomoses (Zur 
Kenntnis der arteriovenoesen Anastomosen). Beitr. 
s. klin. Chir., 1934, 159: 335. 

Ordinarily an artery becomes lost in the capillary 
network from which the vein originates. In the 
capillary network the blood pressure is almost com- 
pletely lost, and in the veins it decreases to the 
minimum. At very definite sites there occurs a sort 
of shunting, a short-circuiting between the artery 
and the vein through one or several anastomotic 
vessels. These are modified arteries and are capable 
of complete closure. The ordinary arteries are not 
capable of closure; even with maximal contraction 
of their vascularly arranged musculature their 
lumina are never obliterated completely. However, 
at certain sites there are arteries which, in addition 
to a ring musculature, possess also an internal 
longitudinal musculature and consequently are 
capable of closure. The longitudinal musculature 


is arranged in the form of cushion-like bundles pro- 
truding toward the lumen (umbilical artery, the 
primary branches of the digital arteries, the dorsalis 
penis artery, small branches of the thyroid artery, 
and anastomotic vessels). Accordingly, an anasto- 
motic vessel may open and close. When it opens, 
the blood flows from the artery directly into the 


vein through the anastomosis which offers less 
resistance to it than the capillary network, and the 
corresponding capillary area is completely shunted 
out of the circulation. The arterial blood pressure 
is thereby transmitted to the vein and blood richer 
in oxygen reaches the vein. When stasis occurs, 
the column of blood in the vein can be pushed fur- 
ther by this vis-a-tergo. It therefore appears 
evident that the chief factors are a circulatory and 
heat-regulating mechanism which may check stasis 
in the circulation. This is indicated also by the 
sites of the arteriovenous anastomoses, which occur 
especially at the most extreme points of the body 
where stasis originates most easily, as in the skin of 
the fingers and toes, especially the clutching extrem- 
ities of mammals and birds, in the auricles of long- 
eared animals, at the tip of the snout, and in 
erectile tissue. The helicine arteries of the penis are 
anastomotic vessels constituting direct communi- 
cations between arterial branches and cavernous 
spaces. When these arteries open, the cavernous 
tissue is shunted into the circulation and erection 
results. When they close, the blood flows into the 
veins through the capillaries and the erectile body 
is shunted out of the circulation. Arteriovenous 
anastomoses are found also in internal organs. 
On examination one is impressed by the numerous 
sections through anastomotic vessels which show a 


picture differing from that presented by ordinary 
cross-sections of arteries. Innermost is the endothe- 
lium. From this outward there follow several layers 
of round or polyhedral cells with large, round 
nuclei poor in chromatin. Through these, such 
anastomotic vessels resemble gland ducts and were 
formerly considered to be such ducts. At the transi- 
tion of an artery into an anastomotic vessel it is 
seen that the epithelioid cells constituting the imme- 
diate continuation of the muscle cells of the arterial 
media have become shorter and thicker muscle 
cells with nuclei that have become rounded off and 
devoid of fibrils. As this epithelioid musculature is 
characteristic of all anastomotic vessels, such ves- 
sels may be recognized readily from the structure 
of the walls. Various grades of epithelioid metaplasia 
of the muscle cells are demonstrable in different 
species. In the cynopithecoid ape the metaplasia is 
represented by only a slight modification of the 
musculature. In the dog, the epithelioid metaplasia 
is further advanced. In man it has reached its 
highest stage, the differentiation of circular and 
longitudinal muscle cells being no longer possible 
as these cells have become polyhedral. The fact of 
functional importance is that the vessels showing the 
described structure are capable of closure. Some 
times the lumen of the anastomotic vessel is seen 
completely closed and sometimes open. On injec 
tion of the median sacral artery the median sacral 
vein sometimes closes immediately without filling 
of the capillaries in the vicinity and sometimes the 
capillaries fill up before the vein. In typical fully 
developed anastomotic vessels the epithelioid wall 
and the capability of closure are characteristic. 

The manner in which closure of the anastomosis 
occurs is still undetermined. Seeming to rule out 
contractability of the epithelioid cells is the absence 
of myofibrils and the polyhedral shape of the cells. 
It is possible that the cells swell up by the accumu 
lation of water, thereby closing the lumen in a 
purely passive manner. Attention should be called 
also to the frequent occurrence of lamellar bodies 
in the vicinity of arteriovenous anastomoses. As 
these are apparently to be regarded as regulators of 
blood pressure, the localization relationship between 
lamellar bodies and anastomoses may have a func 
tional importance. 

The small intestine has a short-cut circulation 
which differs in different species. In this respect 
two groups of species are to be distinguished. In 
one group, to which belong the rodents, the bat, and 
man, the short-cut circulation is located in the 
region of the villi. The artery of the villus divides 
first in the tip of the villus into two branches, one 
of which goes directly into the vein of the villus, 
thereby forming an anastomotic marginal arch, 
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and the other of which becomes lost in the capillary 
network of the villus. During the fasting state and 
also at the beginning of the injection only the 
marginal arch becomes filled, the capillary network 
remaining empty. During digestion, not only the 
marginal arch but also the capillary network becomes 
filled. In the other species group, that of carnivora 
and ungulates, the short-cut circulation is located, 
not in the villi, but in the submucosa. Here there 
are numerous typical arteriovenous anastomoses in 
the region of venous nests, the “small venous bales.” 
When the anastomoses open, the blood flows into 
the venous plexus and the mucosa is for the most 
part excluded from the circulation. When the 
anastomoses close, the villi are shunted into the 
circulation. Because of these direct communica- 
tions between the arteries and veins the blood in the 
mesenteric and portal veins is under a relatively high 
pressure and receives a relatively large amount of 
oxygen. It is evident that there are mechanisms in 
the intestine which make it possible for sometimes 
large and sometimes small amounts of blood to pass 
through. It must be borne in mind also that arte- 
riovenous anastomoses occur in the mesentery. In 
one instance the author was able to demonstrate 
them in the cat. 
(EK. Hempet). Louris Neuwett, M.D. 
Frieh, P., and Levy A.: Information Obtained by 
Arteriography in Certain Vascular Diseases 
of the Extremities (Renseignements fournis par 
l’artériographie dans quelques affections vasculaires 
des membres). Lyon chir., 1934, 31: 660. 


The studies reported were carried out at the 
Grange-Blanche Hospital, Lyons, on the service of 
Leriche. 

The authors state that they adhere to the tech- 
nique of Dos Santos. They employ thorotrast as 
the contrast medium and have never found it to 
exert an unfavorable effect. The use of the Caldas 
radio-carrousel makes it possible to follow the me- 
dium from the arteries into the veins and thus 
obtain a clear picture of the vascular tree in its 
entirety. The application of a tourniquet to slow 
up the circulation is of aid, especially in exploration 
of the arteries of the foot. 

The studies herewith reported were made in 
twenty-five cases of peripheral vascular disease. In 
all, the information obtained was found to be of 
value in the determination of the proper treatment. 
Among these cases were sixteen of arteritis and four 
with syndromes suggesting arteritis in which a 
positive diagnosis of arteritis could not be made on 
clinical examination. The former group included 
seven cases of atheromatous arteritis, four of the 
Buerger type of arteritis, two of frostbite, and one 
case each of diabetic arteritis, arteritis of rapid 
evolution, and arteritis of specific origin. The latter 
group consisted of one case each of scleroderma 
associated with Raynaud’s disease, Volkmann’s 
syndrome, traumatic osteoporosis, and painful 
amputation stump. 
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In three cases the contrast medium was injected 
into the aorta and in one case into the axillary artery 
above the clavicle. In all of the others it was in- 
jected into the brachial artery in the antecubital 
fossa for study of the vessels of the upper extremity 
and into the femoral artery below the inguinal liga- 
ment for study of the vessels of the lower extremity. 

In a number of cases the clinical symptoms per 
mitted a probable diagnosis of arterial obliteration. 

It is most important to know: (1) the exact 
position and extent of the obliterated portion of a 
vessel, (2) the condition of the arterial tree in the 
region of the thrombosed trunk, and (3) the amount 
of collateral circulation. 

Certain arteries are suitable for arteriectomy and 
others are not. The former include the external 
iliac and femoral arteries and the latter the popliteal 
artery. 

Occasionally, in spite of a sufficient collateral 
circulation, the condition of the entire main trunk 
is so poor that a high periarterial sympathectomy is 
to be preferred to resection. The danger of friability 
of the vessels and of the cutting of a rigid artery by 
a ligature must be borne in mind. 

Arteriography shows not only the presence but 
also the nature of vascular occlusion. For example, 
in the cases of young persons it is difficult to differ- 
entiate clinically between an atheromatous condi- 
tion of the arteries and Buerger’s disease. Arteriog- 
raphy shows that in atheromatous disease the ar- 
teries are abnormally large and rigid and eventually 
look like a string of beads, whereas in Buerger’s 
disease, the vessels are small and narrow, similar to 
those of a child. In certain cases of extensive ulcera- 
tion or gangrenous plaques, arteriography shows 
the arteries to be permeable with the exception of 
the finest terminals. This is the picture in frostbite, 
in which excellent results are obtained by peri- 
arterial sympathectomy. 

In diabetic gangrene the vascular lesions are very 
variable and their manifestations do not always 
correspond in site or extent of the obliteration. In 
fact, the arteries are often permeable into the gan- 
grenous tissue. On the other hand, there are cases 
with atypical pain and minimal trophic disturbances 
in which it is impossible to determine clinically 
whether the condition is atypical Raynaud’s disease 
or arteritis with the Raynaud syndrome. _ In these 
also examination of the peripheral vascular system 
with thorotrast may solve the problem. 

Arteriography is very valuable in determining 
where to approach a vessel which has become sud- 
denly occluded by an embolus or is becoming 
occluded by a thrombus. It serves also to differ- 
entiate between intense spasm and organic occlusion. 

The authors report one case each of Volkmann’s 
ischemic paralysis, traumatic osteoporosis, and 
scleroderma secondary to Raynaud’s disease in 
which arteriography with thorotrast showed the 
vascular bed to be open and the condition was 
alleviated by periarterial sympathectomy. 

ADRIEN VERBRUGGHEN, M.D. 
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BLOOD; TRANSFUSION 


Boggs, R.: Spontaneous Haemophilia: a Report of 
Six Cases in Brothers. Am. J. M. Sc., 1934, 188: 
811. 


The author reports the occurrence of hemophilia 
in six boys of a family in which there were seven 
boys and one girl. 

As the history of the mother’s family through the 
fourth generation and partly through the fifth re- 
vealed no cases of bleeding and as a large number of 
male relatives studied were free from haemophilia, 
Boggs rejects the theory that the disease was con- 
cealed in the family for several generations and 
comes to the conclusion that it was either truly 
spontaneous or explained by illegitimacy. 

Howarp L. Att, M.D. 


R¢g, J.: Blood Transfusion (Ueber Bluttransfusion). 
Norsk. Mag. f. Legevidensk., 1934, 95: 1085. 

After a brief review of blood transfusion, the 
various blood groups, and the usual methods of 
blood-group determination and their disadvantages, 
the author presents a new method. Starting from 
an A or B group, every other blood group can be 
determined by this method. However, the AB and 
O groups cannot be used for the starting point. The 
technique is as follows: 
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One-half cubic centimeter of blood from the ear 
or vein of an A or B group person is centrifugalized 
to obtain the serum. One drop of the blood and 
1 c.cm. of a 3 per cent sodium citrate solution are 
then mixed in a small test tube. The same pro- 
cedure is followed with the recipient’s serum. Two 
samples are prepared for microscopic examination. 
A loopful of the known serum and unknown blood 
cells and a loopful of the unknown serum and known 
blood cells are mixed on separate cover glasses. The 
mixtures are then placed in vaseline-sealed hollow 
ground glass slides and placed in the thermostat for 
fifteen minutes. At the end of that time hanging 
drops are studied with low magnification. The 
agglutination possibilities are the following: 

1. A (B) serum+unknown erythrocytes=no 
agglutination; unknown serum+A (B) erythrocytes 
=no agglutination: Group A (B). 

2. A (B) serum+unknown erythrocytes =agglu- 
tination; unknown serum+A (B) erythrocytes=no 
agglutination: Group AB. 

3. A (B) serum+unknown erythrocytes=no 
agglutination; unknown serum-+ A (B) erythrocytes 
=agglutination: Group O. 

4. A (B) serum+unknown erythrocytes=agglu 
tination; unknown serum+A (B) erythrocytes= 
agglutination: Group B (A). 


(KoritzInsky). Putirp SHaprro, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Pohl, H.: The Prevention of Pulmonary Complica- 
tions in Surgery of the Somach. Pre-Operative 
Vaccination (La prévention des complications 
pulmonaires en chirurgie gastrique. La vaccination 
préopératoire). Bruxelles-méd., 1934, 15: 1. 


The study reported was carried out on the service 
of Gosset at the Salpétriére, Paris. 

The author first discusses the relation to post- 
operative pulmonary complications of such factors 
as age, sex, previous pulmonary disease, the condi- 
tion of the heart, arterial tension, lesions of the 
vagus nerve, the season of the year, general condi- 
tions of sanitation, chilling, anesthesia, and diminu- 
tion of the respiratory excursions. Exciting causes 
of such complications following operations for ulcer 
of the stomach include infection descending from 
the sinuses, nose, teeth, or tonsils and infection 
ascending from the area of the peptic ulcer, espe- 
cially by way of the lymphatics of the diaphragm. 
Following a detailed discussion of the clinical, bio- 
logical, and anatomical manifestations of acute 
exacerbations of peptic ulcer, Pohl states that opera- 
tions carried out during an acute exacerbation are 
likely to be followed by pulmonary complications. 

The symptoms of three types of pulmonary com- 
plications are discussed: typical pneumonia, pul- 
monary congestion, and embolic bronchopneumonia. 

In determining the incidence of pulmonary com- 
plications in non-vaccinated patients operated upon 
during the period of a year, the author considered 
as cases of such complications all those in which 
there was a rise in the temperature exceeding 38.5 
degrees C. accompanied by dyspnoea and cough, 
with or without signs on auscultation. 

In discussing vaccination for the prevention of 
pulmonary complications, Pohl describes the meth- 
ods of others and then his own procedure. 

Pohl first makes an intradermal test to determine 
whether the patient is sensitive to the bacteria 
usually associated with pulmonary complications. 
For this purpose he uses a polymicrobic vaccine 
from the Pasteur Institute. If the intradermal test 
is positive, he vaccinates the patient with the 
vaclydum of Duchon according to the technique of 
Lapointe, giving 4, %, and then a daily injection 
of 1 ccm. daily for eight days. A differential 
leucocyte count is made every day and another 
intradermal test on completion of the vaccination. 
The final intradermal test is usually negative. If 
it is positive, another series of injections of vaccine 
is given, 

The proof of immunization is the marked poly- 
morphonuclear reaction in the blood, the negative 


intradermal reaction, and the low incidence of pul- 
monary complications in patients treated by vacci- 
nation. 

The incidence of postoperative pulmonary com- 
plications in gastric surgery has been reduced by 
pre-operative vaccination from 39.4 to 22.6 per cent, 
and the mortality of such complications from 9.6 
per cent to o. In a series of 104 cases without 
vaccination—in half of which operation was per- 
formed under ether anesthesia and in the other half 
under a combination of local and spinal anesthesia — 
pulmonary complications occurred more frequently 
when local anesthesia was employed than when 
anesthesia was induced with ether. Of the 41 
patients who developed such complications, 9 died. 
Of 62 cases in which vaccination was done, local 
and spinal anesthesia was used in 52 and ether 
anesthesia in 10. Postoperative complications 
developed in 3 of the cases in which ether was used 
and 11 of those in which local anesthesia was used, 
but were mild and in no case were fatal. 

The author emphasizes that pre-operative vacci- 
nation must not be regarded as a panacea against 
postoperative pulmonary complications. It must be 
supplemented by other procedures. The patient’s 
general condition must be improved as much as 
possible and foci of infection in the sinuses, teeth, 
tonsils must be eliminated. Operation should be 
postponed until all clinical and biological signs of 
infection of the gastric lesion have disappeared. In 
Pohl’s cases vaccine is given when necessary until 
the intradermal reaction is negative and the leu- 
cocyte count is normal. For two or three days 
before the operation gastric lavage is carried out 
with a dilute solution of iodine in water. 

During operation, precision and gentleness are 
important. An extensive gastrectomy is to be pre- 
ferred to the excision of ulcers or gastro-enterostomy 
in an infected area. 

After the operation the patient should be kept 
warm and quiet. As the most important factor in 
the development of pulmonary complications is 
diminution of the respiratory excursions, the patient 
should not have a tight binder or be kept long in bed. 
Morphine should be withheld so far as possible. 
The author’s patients are allowed to sit up in bed 
after twelve hours, to sit on the side of the bed 
after thirty-six hours, to sit in a chair after forty- 
eight hours, and to get up the next day. Deep 
respiration should be encouraged. The use of 
inhalations of carbon dioxide has been proposed. 

In conclusion the author emphasizes the impor- 
tance of meticulous preparation of the patient, care- 
ful choice of the time for operation, vaccination 
when necessary, and getting the patient up early 
after operation, ADRIEN VERBRUGGHEN, M.D. 
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Sutcliff, W. D., and Steele, B. F.: The Relationship 
of Infection to Postoperative Pulmonary Com- 
plications. Arch. Surg., 1935, 30: 14. 

The authors report a study made in sixteen cases 
before and after abdominal operations to determine 
the relationship between postoperative pulmonary 
complications, infection, and diminished ventila- 
tion. Except for one appendectomy, the operations 
were performed on the upper part of the abdomen. 
The anesthetic employed was ether alone or ether 
preceded by nitrous oxide and oxygen, with the 
exception of one case in which avertin was ad- 
ministered rectally. 

Symptoms referable to respiratory disease were 
usually slight, but physical signs of pulmonary 
changes were present in all of the patients. Roent- 
genograms were taken before the operation and 
every two to four days for a period of two weeks 
after the operation. Elevation of the diaphragm 
was noted postoperatively in all of the patients. It 
was associated with dullness and rales at the bases 
of the lungs. Physical examination disclosed rales 
in nine cases, dullness in six, diminished breath 
sounds in four, and bronchial breathing in six. 
Patchy shadows appeared in the postoperative 
roentgenograms in six cases and a diffuse haziness 
in three. In four cases nothing more than an eleva- 
tion of the diaphragm with corresponding physical 
changes was observed. In these, the diagnosis of 
hypoventilation was made. In two cases, definite 
pulmonary complications—lobar collapse in one and 
bronchopneumonia in the other—were found. In 
the ten other cases the signs were of an intermediate 
character. The authors believe that many of the 
physical changes would have been overlooked if 
special roentgenograms had not been made. The 
sixteen case histories are presented in a table and 
four cases are reported in detail. 

Repeated nose and throat cultures were taken. 
In the majority of the cases they were taken on three 
occasions before the operation and at intervals of 
from one to four days after the operation. The 
bacteriological findings are reported in detail. Three 
patients without pathogenic organisms in the phar- 
ynx before or after operation showed the least 
changes in the lungs. Of the thirteen patients with 
pathogenic organisms in the pharynx, eleven had 
postoperative pulmonary changes greater than the 
minimum. In seven cases a strain of pneumococci 
not recovered before the operation appeared post- 
operatively. G. Dante Devprat, M.D. 


Lenggenhager, K.: The Problem of Pulmonary 
Embolism (Das Problem der Lungenembolie). 
Helvet. med. Acta, 1934, 1: 351. 


In all except two cases of fatal pulmonary embo- 
lism seen during the last four years the emboli were 
small, ranging in size from that of a pea to that of the 
tip of the little finger. The patients would not have 
been saved by a Trendelenburg operation as there 
was no mechanical obstruction. Moreover, most of 
them died within a few minutes, whereas in cases of 
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large pulmonary emboli the patient usually survives 
for from ten to twelve minutes. 

The author presents typical case histories. The 
theory that the sudden death is due to a reflex 
caused by irritation of the vessel wall by the sud 
denly entering embolus he believes is untenable as 
even powerful stimulation of the vessel wall such as 
that produced by the injection of sclerosing solu 
tions into varicose veins, arteriography, and the 
lodging of a fragment of the steel jacket of a bullet 
in a branch of a pulmonary vessel has no reflex 
effect. Forssmann was able to sound the right 
auricle through the basilic vein on himself without 
causing side-effects, and in experiments in which 
Allen and McColl and Schumacher and Jehn 
attempted to produce artificial pulmonary emboli 
in animals no evidences of shock were noted although 
pleural and mediastinal shock are well-known phe 
nomena in animals. The whip-like pain occurring 
in arterial embolism cannot be cited in support of 
the theory as it is caused by the secondary arterio 
spasm or ischemic spasm. Moreover, the experi 
mental researches of Odermatt have shown that the 
arterial intima is insensitive to mechanical stimuli. 

Lenggenhager therefore believes that the sudden 
death should be regarded as a toxic reflex death. All 
blood clots, including the intravascular, undergo 
dissolution by sterile autolysis after a certain length 
of time. This process sets free protein bodies which 
cannot be tolerated parenterally. The author cites 
the experiments of Hoffmeister and Voelker. He 
himself performed experiments with four samples 
of human blood. A sample of normal sterile human 


blood, a sample made slightly alkaline, and a sample 
slightly acidified were hermetically sealed and 
placed in the incubator for twelve days, and a 
sample of normal blood was placed in the refrig 


erator. Actually, therefore, blood coagula were 
employed. The incubation period chosen was twelve 
days because embolism usually develops in about 
that length of time. The autolysates were filtered, 
tested for sterility, and injected intravenously 
(2 c.cm.) into rabbits. It was found that severc 
disturbances of cardiac function were produced only 
by the normal or acidified autolysates. Twenty 
seconds after their use, tachycardia developed with 
powerful dilatation of the heart, especially the right 
heart, and within one or two minutes the heart 
stopped. If 2 c.cm. of a 2% per cent solution of 
sodium phosphate were injected into the right heart 
immediately under pressure the heart soon recovered 
normal function. Although these reversible toxic 
effects were observed only twice in studies of ten 
specimens of normal human blood, Lenggenhager 
believes they represent the phenomena occurring in 
clinical cases. He bases this theory on: (1) the 
pulse and temperature changes which not infre 
quently precede the occurrence of embolism, (2) the 
dilatation of the right heart which is often found in 
internal thrombosis; and (3) the fact that even 
quite large pulmonary emboli often do not cause 
instantaneous cardiac death. 
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It is to be assumed that postoperative acidosis 
favors the formation of autolysate toxins. Arterial 
emboli produce no symptoms because the milieu in 
which they occur is alkaline. 

Lenggenhager then replies to the criticisms of his 
hypothesis. He discusses particularly why reflex 
death does not occur in cases of hematoma and 
extensive thromboses without embolus or in those 
of large emboli occurring soon after operation. 
He states that in cases of haematoma there is a slow 
resorption which does not enter the direct blood 
passages. In extensive thromboses there is a slow 
diffusion, and in cases of large emboli the time is too 
short for autolysis. 

Lenggenhager then gives practical instructions. 
The described procedure is the injection of from 100 
to 300 c. cm. of a 24 per cent solution of sodium 
phosphate by means of a large syringe into the right 
heart through a semi-soft hollow probe filled with 
liquid which is pushed forward for about 32 cm. 
through the opened external jugular vein. 

(FRANZ). Harry A. SALZMANN, M.D. 


Arnulf, G.: The Pathogenesis of Postoperative 
Parotitis (Ou en est l’étude des parotidites post- 
opératoires? Essai de mise au point de leur patho- 
génie). Rev. de chir., Par., 1934, 53: 680. 

The author considers only parotitis occurring after 
an operation at a distance from the parotid glands 

an abdominal operation for instance—in which 

there is no infection of the mouth or parotid region 
and the trauma of the operation was apparently the 
only cause of the condition. He concludes that the 
infection in such cases ascends through the duct. As 
the parotid opens into the mouth, which is a very 
septic region, ascending infection may take place 
just as in the kidney or pancreas. The mouth con- 
tains all the bacteria that are found in parotitis. 
The organisms most frequent in postoperative paro- 
titis are the staphylococcus aureus, streptococcus, 
and pneumococcus. When there is an infection at 
the site of operation, the micro-organism in the 
parotid is usually different from that found in the 
operative wound. 

Arnulf reports experiments on dogs which showed 
that parotitis may result from arrest of parotid 
secretion and that arrest of parotid secretion may 
be caused by operative trauma. As a rule the se- 
cretion of saliva is increased during operation and 
slowed at the end of operation. On the first post- 
operative day the mouth is very dry. The secretion 
of saliva is reduced by reflexes, dehydration, ether 
anesthesia, morphine, and the absence of move- 
ments of mastication. Among the factors predispos- 
ing to parotitis are an orifice or duct smaller than 
normal, a greater reflex inhibitory action from the 
peritoneum to the salivary gland, and a more 
abundant buccal flora than normal. As these factors 
are rarely combined in the same case, postoperative 
parotitis is rather rare. 

Postoperative parotitis is best prevented by the 
avoidance of unnecessary trauma during operation, 
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the administration of abundant fluid before and 
after the operation to prevent dehydration, hygienic 
treatment of the mouth, and the administration of 
stimulants to salivary secretion when the mouth is 
dry. Auprey Goss Morcan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Loehr, W.: Treatment with Cod-Liver-Oil Oint- 
ment, With and Without a Plaster Dressing, in 
Cases of Fresh Wounds, Burns, and Phleg- 
monous Inflammations (Ueber die Lebertransal- 
benbehandlung—mit und ohne Gipsverband—bei 
frischen Verletzungen, Verbrennungen und _ phleg- 
monoesen Entzuendungen). Zentralbl. f. Chir., 1934, 
p. 1686. 


Loehr reports on three and one-half years’ exper- 
ience with cod-liver-oil ointment in the external 
treatment of wounds. His clinical experiences were 
supplemented by studies of the effect of cod-liver 
oil on wound surfaces. 

Most oils, even though not sterilizable, are never- 
theless free from bacteria. Cod-liver oil belongs to 
this group. Bacteria are destroyed in it even if they 
are added in large numbers. Moreover, experience 
has shown that very large amounts of cod-liver oil 
applied to large wound surfaces do not produce 
toxic phenomena. 

Since cod-liver oil in fluid form does not adhere to 
wounds satisfactorily, an indifferent ointment com- 
ponent was mixed with it. This combination is not 
inferior in effectiveness to the raw cod-liver oil. With 
melting of the cod-liver-oil ointment, the oil pene- 
trates into all crevices of the wound, abundant gran- 
ulation tissue forms as in the Bier chamber, and the 
epithelium is stimulated to grow. Even in cases 
with enormous wound surfaces, Loehr has never been 
compelled to transplant skin in the last three and 
one-half years. 

The invasive power of the bacterial flora of the 
wound is very markedly inhibited. It is important 
to avoid disturbing the wound any more than is 
absolutely necessary. The use of drains and gauze 
should be omitted if possible, and changing of dress- 
ings should be limited to the minimum. In some 
cases an unperforated occlusive dressing of cod 
liver-oil ointment and plaster may be applied to 
advantage over the layer of cod-liver oil. 

Wounds that have been roughly contaminated 
with soil and highly infected wounds are never 
treated primarily with cod-liver-oil ointment. The 
cod-liver-oil ointment and plaster dressing is indi 
cated for chronic wounds with large tissue defects of 
the most varied types and after phlegmonous proc- 
esses and gas gangrene, but particularly for burns. 

The results of this treatment are shown by seven- 
teen illustrations. The lesions included recent in- 
dustrial injuries of the fingers, a gunshot wound of 
a finger, severe burns, a large roentgen burn, severe 
crushing injuries of the forearm and elbow, severe 
compound fractures of the leg with large defects in 
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the soft parts and bones, a severely contaminated 
crushing injury of the brain with skull and soft-part 
injury, and loss of substance of the upper extremity 
from gas oedema. 
The effectiveness of cod-liver oil is attributed to 
its content of Vitamins A and D. 
(REIMERS). JoHN H. Gartock, M.D. 


Clark, A. M., and Cruickshank, R.: The Treatment 
of Burns. Lancet, 1935, 228: 201. 


During the past two years bacteriological exam- 
inations have been made of swabs taken from the 
abraded surfaces of severe burns in cases admitted 
to the burns wards of the Glasgow Royal Infirmary. 
It has been found that in the cases of patients ad- 
mitted to the hospital within twenty-four hours 
after the injury the majority of burns are uninfected 
at the time of their admission. Later, generally 
within from twenty-four to forty-eight hours, cul- 
tures from the burn yield a profuse bacterial flora 
in which streptococcus hamolyticus is usually the 
predominant organism. This bacterium is not infre- 
quently present in almost pure culture and seems 
to find the large abraded area deprived of its pro- 
tective epithelial covering a particularly favorable 
environment. Because of experimental evidence 
that tannic acid acts slowly on cultures of strepto- 
coccus hemolyticus, the authors advise the use of a 
5 per cent tannic acid solution to which is added a 
20 per cent solution of a proprietary halogen deriva- 
tive of xylenol. They apply this as a moist dressing. 

STANLEY J. SEEGER, M.D. 


Dunbar, J.: A Review of the Burn Cases Treated in 
the Glasgow Royal Infirmary During the Past 
Hundred Years (1833-1934), with Some Obser- 
vations on the Present-Day Treatment. Glasgow 
M.J., 1934, 122: 239. 


Dunbar reviews 10,974 cases of burns treated in 
the past hundred years. During the past fifty years 
the Glasgow Royal Infirmary has had burns wards. 
The number of cases seen is increasing. The increase 
is due to: (1) an increase in the population, (2) in- 
creasing popularity of hospitals, (3) changes in social 
and economic conditions, and (4) industrialization. 

In the 3,437 fatal cases reviewed, 18 per cent of 
the deaths occurred in the first twelve hours, 46.5 
per cent within twenty-four hours, and 65.3 per cent 
within forty-eight hours. The mortality then fell to 
8.3 per cent on the third day and 4.7 per cent on the 
fourth day, and thereafter gradually decreased until 
the fourteenth day, when it showed a slight increase. 
The greatest number of deaths occurred between 
twelve and twenty-four hours after the accident. 
Only 28.5 per cent occurred within the time limit 
usually associated with the beginning of acute 
toxemia. Dunbar is of the opinion that if the ob- 
viously fatal cases are eliminated, the percentage of 
deaths due to acute toxemia is very small. He does 
not believe that acute toxemia is due to the absorp- 
tion of broken down proteins, being inclined rather 
to attribute the phenomena associated with the so- 


called toxic burn shock to infection. In his expe 
rience, burns of the perineum of male infants are 
often rapidly fatal regardless of their severity. He 
thinks this fact is explained by irritation of the testi 
cle. 

The local treatment of burns during the past hun 
dred years may be divided into two periods: before 
and after the introduction of antiseptics, that is, 
before and after 1868. In the pre-antiseptic period, 
two methods were employed, the dry and the oily. 
The antiseptic era can be divided roughly into three 
periods: (1) the carbolic acid period (1868-1885); 
(2) the sodium bicarbonate period (1886-1920): 
and (3) tannic acid period. These represent three 
theories as to the principal causes of early death: 
(1) that organisms are responsible; (2) that organ 
isms are not the sole cause; and (3) that protein 
decomposition, not infection, is the cause. 

Because of the recent popularity of the tannic acid 
treatment, it is interesting to note that this form of 
therapy was tried by Dunlop in 1883, but apparent] 
did not become popular at that time. Dunbar has 
been disappointed in the results obtained with thc 
tannic acid method in third-degree burns, but be 
lieves that this treatment is satisfactory for first 
and second-degree burns. The principles governing 
the general treatment in cases of burns have been 
the same throughout the last hundred years: elim 
ination, stimulation, and the relief of pain. The 
importance of an abundant supply of fluids has been 
recognized throughout that time. Blood letting was 
in vogue in the earlier years and has been resurrecte«| 
by exsanguination transfusion advocates. The gen 
eral treatment in the burns wards in the Glasgow 
Royal Infirmary in the past year has been as follows: 

1. A bath at a temperature between roo and 110 
degrees F. is given and the patient then put into a 
shock room where the temperature is maintained 
between 80 and go degrees F. In many cases, how 
ever, the hot bath must be omitted. The shock room 
in the Infirmary is a small one with a capacity of onl) 
two beds. Its temperature can be kept at any tem 
perature desired. 

2. Morphine is only given if necessary. 

3. Strychnine, 1/60 gr. (1/120 gr., is given to 
children) followed by whisky at intervals of from 
two to four hours as indicated. When shock persists, 
camphor oil is injected. 

4. The diet consists of liberal quantities of fluid 
containing sodium bicarbonate and glucose. If the 
patient is sick, saline solution is given by rectum. A 
soap enema followed by the continuous rectal admin 
istration of saline solution has yielded good results 

5. Elimination is procured with magnesium sul 
phate in the cases of adults and with castor oil in the 
cases of children. Urotropin is given every four 
hours to keep down any inflammatory condition o! 
the kidneys. 

6. Antistreptococcal serum (scarlatinal) is given 
to all children, to all patients with extensive burns. 
and to all patients whose temperature rises above 
102 degrees F. within twenty-four hours. 
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7. When the patient recovers from shock every 
care is taken to keep him from becoming chilled dur- 
ing his removal into the ward. The temperature of 
the shock room is reduced to that of the wards. 
Gamgee jackets are applied to babies, and extra 
blankets are given to all patients. 

8. In cases of severe burns the patient’s position 
is changed frequently. 

Pulmonary complications and sepsis are the most 
common complications. Duodenal ulceration has 
been recorded in only 10 cases, and Dunbar believes 
that, at most, it has not occurred in more than 30 
cases. He doubts that the scarlatinal rash often 
observed is true scarlet fever. It has not been ob- 
served since the routine administration of anti- 
streptococcal scarlatinal serum. Tetanus and ne- 
phritis have been rare. Srtantey J. SEEGER, M.D. 


Miller, R. H., and Rogers, H.: The Present Status 
of Tetanus, with Special Regard to Treatment. 
A Report of Further Cases from the Massachu- 
setts General Hospital. J. Am. M. Ass., 1935, 
104: 186. 


The authors report a gradual decrease in the 
mortality of tetanus since 1896 from 80 to less than 
47 per cent. 

They state that the prophylactic injection of anti- 
toxin (1,500 units) is indicated in cases of deep or 
puncture wounds that may be contaminated. In 
unusually suspicious cases this should be repeated 
once or even twice at intervals of ten days. 

When possible, the wound should be débrided 
and kept open. 

After the onset of tetanus every effort should be 
made to conserve the patient’s strength by the 
maintenance of nutrition and fluid balance and the 
combating of muscle spasms. 

Tribrom-ethanol is a useful drug for the control 
of spasms. 

As soon as the diagnosis is made, serum should be 
given intravenously or intramuscularly or by both 
methods in daily doses of from 20,000 to 80,000 
units up to a total of 300,000 units. 

In hypersensitive subjects the process of desensiti- 
zation must be instituted as soon as possible. 

There are no theoretical or practical grounds for 
the recommendation of the intraspinal administra- 
tion of antitoxin. 

Serum reactions may be expected in about one- 
third of all cases treated. The immediate reactions 
occur as a rule from two to five days, and tke delayed 
reactions from ten to fifteen days, after ihe initial 
dose of serum. In the cases reviewed there were 
no fatal reactions. Joun H. Gartock, M.D. 


Raiga, A.: The Role of the Organic Constitution in 
the Evolution and Treatment of Furunculosis 
(Le réle du terrain organique dans l’évolution et le 
traitement de Ta furunculose). Bull. et mém. Soc. d. 
chirurgiens de Par., 1934, 26: 530. 


The author states that furunculosis is sometimes 
serious. 


Occasionally it is complicated by septi- 
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cemia. The causative organism is the yellow or the 
white staphylococcus. The condition may be cir- 
cumscribed or diffuse. ‘The following five clinical 
types may be recognized: (1) true recurrent furuncu- 
losis; (2) accidental furunculosis in which an increase 
in antibacteriophages is produced by an intercurrent 
disease such as coryza; (3) recurrent accidental 
furunculosis due to successive contaminations from 
other lesions or other people; (4) recurrent furuncu- 
losis with hyperglycamia in which there is a definite 
disturbance of carbohydrate metabolism; and (5) 
severe furunculosis. 

Raiga is of the opinion that furunculosis is always 
associated with definite constitutional changes, 
chemical and immunological. The chemical change 
is hyperglycemia, either actual or potential, and the 
immunological change an overproduction of anti- 
bacteriophages. He therefore believes that the 
treatment should be directed first toward correction 
of the hyperglycemia by regulation of the diet and 
the administration of insulin, and toward combating 
of the antibacteriophages by autohawmotherapy. 
After elimination of the antibacteriophages the 
d’Herelle phenomenon can take place normally and 
bacteriophages may be used successfully. 

WitiraM C. Beck, M.D. 


ANASTHESIA 


Heard, K. M.: Clinical Observations on the Use of 
Evipan. Canadian M. Ass. J., 1934, 31: 617. 

Evipan, a barbituric acid derivative, is the newest 
intravenous anesthetic. Although its use is limited, 
its action is spectacular. Within from sixty to 
seventy seconds after its injection, full surgical 
anesthesia is established with relaxation sufficient 
for almost any procedure which can be completed in 
from five to twenty minutes. At the end of that 
time the patient regains consciousness with amazing 
rapidity, and after from twenty-five to thirty 
minutes is usually entirely rational. 

At the present time evipan must be regarded as 
chiefly a substitute for nitrous oxide in minor 
surgery. In the case of the patient undergoing a 
minor operation at home or in a small hospital it 
provides comfort, safety, and convenience such as 
were not possible heretofore. All of the author's 
patients who had been subjected to inhalation 
anesthesia previously favored evipan when they 
were questioned concerning their comfort during 
the induction of, and recovery from, the anasthesia. 
Many persons have a horror of breathing gas or 
vapor of any kind, and others refuse to permit an 
operative procedure under local or spinal anasthesia. 
Evipan anesthesia is a welcome time saver to the 
busy surgeon as its use reduces delay between cases, 
the technique for its induction being simpler than 
that required for local or spinal anasthesia and relax- 
ation occurring much more quickly than following 
the administration of ether or nitrous oxide. How- 
ever, as it has been employed for only a short time, 
it cannot yet be designated the ideal type of anas- 
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thesia. Moreover, it has disadvantages. There is 
the mechanical difficulty in giving intravenous injec- 
tions to children, nervous adults, and obese patients 
with small veins, and there are persons who have a 
greater fear of the needle than of the mask. 

Evipan is used in a ro per cent solution of the 
white crystalline powdered drug in distilled water. 
If the solution is injected intravenously at the rate 
of 1 c.cm. in ten seconds, it will be found that the 
patient is still able to talk normally at the end of 
twenty seconds. After thirty seconds, he is confused 
or incoherent but entirely calm and peaceful. After 
forty seconds, he goes to sleep in the middle of a 
word, usually with a yawn. After fifty seconds, 
respiration gradually becomes more superficial, but 
there is practically no change in the color, pulse, 
or blood pressure. After sixty seconds the patient is 
in full third-stage anesthesia and ready for opera- 
tion. Immediately following the loss of conscious- 
ness, respiration becomes gradually more super- 
ficial. However, it remains regular and of normal 
rhythm until, after possibly ten breaths, respiratory 
movement is scarcely perceptible. There may even 
be a pause equal to two or three breaths. The 
movements then gradually deepen again until full 
volume is reached at the point corresponding to 
general relaxation. This has been constant in every 
administration and differs from anything seen in 
inhalation anesthesia. The color remains unusually 
good, even if the pause covers a period equal to 
several respirations. As with inhalation anesthesia, 
there is a period of complete analgesia preceding 
and following the stage of full relaxation. If the 


type of intervention permits the performance of 


operative procedures without complete relaxation, 
this time may be utilized as there is no pain and no 
recollection of the operation. In the author’s 
experience, full relaxation including that of the jaw 
muscles with absence of cough and gag reflexes has 
lasted for from two to ten minutes. Total uncon- 
sciousness with useful relaxation has been more 
uniform for from ten to twenty minutes. There- 
after, the patient lies quietly as in natural sleep for 
about five minutes and then rolls over, opens his 
eyes, and looks around. Sometimes he speaks 
rationally at once, but more often he moves about 
for a few moments, appears dazed, and is not 
rational for four or five minutes. Occasionally, in 
the cases of very nervous patients, there may be 
hysterical crying, moaning, or shouting. Except for 
this group, recovery is complete from twenty-five 
to thirty minutes after the beginning of the injec- 
tion. 

In the author’s cases of bed patients the nursing 
care was easy as less supervision was needed than in 
cases in which ether was employed. When evipan 
is to be used in the office or an out-patient clinic a 
recovery room must be provided. The majority of 
ambulatory patients will be able to walk home from 
forty to fifty minutes after the beginning of the 
injection. Others may require watching for an 
hour or more, but experience in dosage and the 
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avoidance of sedatives will reduce slow recoveries 
to the minimum. The entire absence of nausea, 
except in mouth cases, is noteworthy. 

The technique of the administration of evipan is 
as simple as that of any intravenous injection. The 
powder is sufficiently soluble to allow preparation 
of the solution directly in the ampoule and a 10 
c.cm. syringe. Because of the brevity of the period 
of anesthesia, all preparation of the patient on the 
table, including full sterilization of the field and 
draping, should be completed before the injection. 
That this may be done with practically no danger of 
later contamination is a further proof of the smooth 
ness of the induction. When the surgeon is ready tu 
make the incision, the assistant begins the injection, 
leaving the anesthetist free to watch the patient 
and determine the speed of the injection and the 
quantity of anesthetic to be used. In an emergency, 
the surgeon may make the injection and then pro 
ceed to operate, delegating a nurse to hold the jaw. 
The rate of injection seems very important. The 
author believes he has prevented the tremor and 
convulsions which have been attributed to too 
rapid injection by injecting at the rate of about | 
c.cm. in ten seconds. A slower rate is more difficult 
to maintain, but allows more accurate observation 
of the reactions. It may eventually become desirable 
to use a more dilute solution to spread out the 
stages. 

Evipan is so rapid in its action that its adminis 
tration may be continued or stopped at any time, 
depending upon signs of the desired effect. Its use 
is therefore free from the danger of intravenous 
medication which is uncontrollable because when 
once the solution has been injected, it cannot be 
recovered. It is one of the few drugs that can be 
watched at work, the most satisfactory method of 
determining dosage. The author regards the dosage 
recommended by the manufacturer—approximatel\ 
15 mgm. per kilogram or 7 mgm. per pound of bod, 
weight—as a maximum to be exceeded only with 
caution rather than a definite standard to be used 
in each case. However, as the fatal dose determined 
by animal experiments is said to be from 45 to 50 
mgm. per pound, the margin of safety is wide, 
particularly as respiratory failure precedes stoppage 
of the heart. The author prefers to judge the 
patient’s reaction to the drug by his response to the 
injection of enough to induce unconsciousness. In 
general, he considers the sleep-producing dose to be 
about one-half the full dose. For example, he 
believes that the patient who goes to sleep rapidly 
when 3 c.cm. are administered will probably be 
relaxed after the administration of 5 or 6 c.cm 
although the dose by weight may be considerabl\ 
more. To continue to the full weight dose in the 
case of such a patient would inevitably lengthen 
the period of recovery without necessarily yielding 
a corresponding increase in the operating time. 

To increase the length of the relaxation time the 
author uses the fractional method of injection. In 
this method the operation is begun at the usual 
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time with the needle left in place, and if relaxation 
becomes insufficient after a few moments, a further 
0.5 c.cm. is given and repeated at intervals through- 
out the operation. This is probably the ideal method 
since it allows completion of the work if unexpected 
complications prolong it beyond the estimated time. 
In the manner described three times the sleep-pro- 
ducing dose has been given without causing undue 
depression although recovery was delayed, requiring 
two hours from the beginning of the induction of 
the anesthesia. 

Pre-operative sedatives should be used with 
caution and only after some experience has been 
gained in the use of evipan. Morphine seems to 
add materially to postoperative depression without 
increasing the period of relaxation sufficiently. In 
most of the author’s cases full doses of codeine or 
morphine were given within an hour after operation 
without causing trouble. It appears unwise to use 
any other barbiturate before or after evipan. 

Postoperative complications were entirely absent 
in the cases reviewed. No evidence of systemic 
damage was observed. In four cases in which a 
chemical study of the blood was made no significant 
change was found. No tissue damage occurred at 
the site of injection even in five cases in which 
leakage of the solution occurred. Of the three 
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patients who showed the slowest recovery, one was 
over-weight, one was under-weight, and one had a 
low basal metabolism. On the basis of experience 
with avertin such a reaction was anticipated in 
each as the contra-indications to the two drugs 
seem very similar. 

In a series of thirty cases the author found evipan 
to be a satisfactory anesthetic without the use of 
preliminary sedatives or a supplementary anws- 
thetic for the incision of abscesses, dilatation and 
curettage of the uterus, the insertion of radium 
into the cervix, hemorrhoidectomy, the extraction 
of teeth, tonsillectomy, the exploration of an infected 
abdominal wound, and the control of convulsions 
in tetanus. In the cases in which its use was most 
satisfactory, recovery was, on the whole, as good as, 
or better than, that from uncomplicated nitrous 
oxide anesthesia of about twenty minutes’ duration, 
and in the cases in which the results were poorest, 
they were considerably more satisfactory than those 
that could have been expected from the use of 
ether for the same patient and the same operation. 
In four months’ trial the drug has fallen short of 
the author’s expectations in some respects, but has 
exceeded them in others. Heard believes there are 
still more fields in which it will be found of value. 

Maurice Meyers, M.D. 
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ROENTGENOLOGY 


Hirsch, I. S.: Examination of the Heart by the 
Roentgenkymographic Method. Brit. J. Radiol., 
1934, 7: 728. 


Observation of cardiac movements by means of 
iluoroscopy or cinematography has been rather un- 
satisfactory for practical purposes. The roent- 
genkymographic method, which is essentially roent- 
genography through a slit diaphragm placed close 
to the object in movement, on a moving film, seems 
to be a promising method for the study of cardiac 
action. In this procedure the outward lateral 
diastolic and inward mesial systolic movement of 
small portions of the cardiac contour disclosed in 
the slit are recorded in the form of a wave on the 
film which moves at right angles to the direction of 
the slits. The peak of the wave indicates the posi- 
tion of the particular point of the surface of the 
heart in maximum diastole and the deepest point of 
the trough of the wave the position of the particular 
point of the surface of the heart in maximum systole. 
By an analysis of the contour, amplitude, and dura- 
tion of the waves of a particular part of the cardio- 
vascular shadow and a comparison of the time and 
space characteristics, the character of the move- 
ment of that part may be determined and correlated 
with the movement of other parts. 

The technique used is analyzed in detail as 
regards the spacing and width of the slits, the rapid- 
ity of the film motion, the film-target distance, the 
focal spot of the tube, the rotation of the grid, and 
the applicability of the examination with the 
patient in the horizontal and vertical positions. 
The apparatus should be arranged for both moving 
film and moving grid, and the complete kymo- 
graphic examination of the heart should include a 
postero-anterior view, a postero-anterior second 
oblique view, and a postero-anterior first oblique 
view with the oesophagus filled with a contrast 
bolus. The technique used by different workers in 
connection with some of the factors mentioned 
is tabulated. The kymographic record may be 
studied by itself or in association with electro- 
cardiographic or phonocardiographic records. 

Because of the difference in the techniques used 
by different workers, there is as yet no uniformity in 
methods of analyzing or reporting the findings. The 
author briefly describes and interprets the results 
obtained by others and himself. The kymographic 
wave shows the character, direction, speed, and 
regularity of the movement of any particular part 
of the heart. These depend upon the excitation 
phenomena, the mass (thickness), and elasticity 
(tonus) of the contracting muscle and the nature of 
the surrounding tissue. 


The kymogram differs from the ordinary roent 
genogram in that it is crossed by regularly-spaced 
lines which divide the film into a series of frames. 
Each frame shows a definite wave or waves corre 
sponding to the cardiac movement of the contour, 
and the waves differ according to the character of 
the movement of the particular part of the heart. 
The cardiac shadow shows variations in density due 
to the pulsating effects in diastole and systole. The 
usual pulmonic markings appear as wavy lines, the 
ribs form band-like rectangular shadows which jut 
into the pulmonic field, and the diaphragmatic 
curves are replaced by bands in a step-like formation. 

Characteristic waves are found for different por 
tions of the cardiac contour. Ventricular waves 
consist fundamentally of a sharp, smooth, inward- 
moving limb representing systole followed by a bent 
limb representing diastole. Auricular waves are 
characterized by a simpler structure and a smaller 
amplitude than the ventricular waves. They con 
sist of a low, slowly-ascending limb (diastole) and a 
relatively short rapid limb (systole). Vascular waves 
produced by the aorta consist of a slow, long, 
descending limb (inward movement) and a sharp, 
steep, almost horizontal outward thrust. The pu! 
monic wave is similar except that its peak is blunted 
or flattened. 

The method described makes it possible to deter 
mine with accuracy the extent and direction of the 
movement of the various portions of the heart, the 
relation of the movement of the various parts to 
each other, the movement of the heart as a whole, 
the boundary points between the various chambers, 
and the poiats of maximum and minimum deviation. 
Thus, the placement of the points used to measure 
the cardiac diameters becomes more precise and 
the gross inaccuracies of present-day methods of 
roentgenographic cardiac measurement may be 
corrected. 

In the study of the abnormal heart, roentgen 
kymography may reveal deviations from the normal 
due to disturbances of rhythm or intrinsic changes in 
the musculature. Aneurismal dilatations of parts 
of the heart or aorta may present findings of aid in 
their detection. Changes resulting from valvular 
defects may produce abnormal vibrations and varia 
tions in the chamber movements which may be 
portrayed graphically. The procedure may be of 
value in demonstrating extracardiac influences 
which modify the anatomical relationship of the 
heart and the intrathoracic pressure changes. 

The kymogram is of aid in the differential diag 
nosis of lesions which produce distortions of the 
mediastinal shadow. Tumors, substernal thyroids, 
and cysts usually show no movement waves, while 
a deformity of the median shadow due to aortic 
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dilatation presents definite aortic waves and density 
changes in the waves. The transmitted pulsations 
show as waves without density changes. 

Roentgenkymography may be employed also to 
study the action of drugs on the heart muscle. 

In conclusion the author says that, according to 
the data already obtained, many uses will be found 
for roentgenkymography and it will be of great 
assistance in the solution of numerous difficult 
problems in the field of cardiodynamics. 

The article is copiously illustrated by roentgen- 
kvymograms with complete descriptions which con- 
stitute a valuable supplement to the text. 

ApoLpH Hartunc, M.D. 


Friedman, M., and Rosh, R.: Protracted External 
Irradiation in the Treatment of Neoplasms of 
the Mouth and Throat: A Comparison of the 
X-Rays, the 5-Gm. Radium Pack, and the 
100-Mgm. Radium Pack. Radiology, 1935, 24: 7. 


This is a report of a two-year clinical study dealing 
with protracted external irradiation as applied to 
the upper respiratory tract. Three types of rays 
were used to ascertain the relative value of each. 
The objects of the study were: (1) to compare high 
voltage X-rays with gamma rays from the clinical 
standpoint; (2) to determine the optimum number 
of days for the administration; (3) to determine the 
optimum number of hours per day; and (4) to ascer- 
tain the indications for interstitial irradiation. The 
three techniques used were as follows: 

1. X-ray irradiation at 200 kv., 4 ma., filtration 
by 2 mm. Cu and 1 mm. Al, a distance of 60 cm., a 
portal measuring to by 15 cm., and a duration of 
treatment ranging from eighteen to twenty-eight 
days. A forty-five-minute treatment producing 200 
r was given to each of two areas every day, one in 
the morning and one in the afternoon. The total 
dose was from 334 to 5 skin erythema doses or from 
3,400 to 4,400 r to each of two portals. 

2. Irradiation with a 5-gm. radium pack with 
filtration by 6 mm. of lead, a distance of 6 cm., a 
portal measuring 8 by 10 cm., and the delivery to 
one area only each day of a dose of 5,000 mgm.-hrs., 
amounting to 30 per cent of a skin erythema dose. 
The time ranged from twenty-eight to thirty days. 
The total dose was from 50,000 to 60,000 mgm.-hrs. 
or from 3 to 3% skin erythema doses to each of two 
areas. The grand total was from 100,000 to 120,000 
mgm.-hrs. 

3. Irradiation with a 1oo-mgm. radium pack 
with filtration by 2.5 cm. of platinum, a distance of 
6.0 cm., a portal measuring 7 by 9 cm., and the 
administration of a daily dose of 2,400 mgm.-hrs. 
to one or both sides of the neck, depending upon 
whether one or two packs were used. The time 
ranged from eighteen to twenty-five days, and the 
total dose from 43,000 to 60,000 mgm.-hrs. to each 
area. 

In the use of the X-rays the Coutard technique 
was followed. A constant technique was used for 
purposes of comparison although occasionally 
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efficiency was sacrificed thereby. The technique 
employed in the use of the 5-gm. radium pack was 
designed to produce as nearly as possible the bio- 
logical dose delivered by X-rays. Expediency re- 
quired that the distance employed in the use of the 
radium pack be such that the depth dose was smaller 
—about one-third that of the heavily filtered X-rays. 
In the case of the 5-gm. pack, 17,500 mgm.-hrs. 
delivered in three and one-half hours at one sitting 
produced a threshold erythema. Daily treatments 
therefore lasted one hour, 5,000 mgm.-hrs. or 30 
per cent of the skin erythema dose being given to 
one of two portals each day. Thus, each portal 
received an average of 2,500 mgm.-hrs. a day. In 
the use of the small radium pack the factors of the 
treatment with the 5-gm. pack were duplicated 
except that the quantity of radium used was differ- 
ent and the tubes were placed within the slightly 
smaller port. The technique employed in making 
the applications is described in detail. In the use of 
the small pack it was found that while the optimal 
duration of treatment was twenty-eight days, the 
pressure of the pack was prohibited by the epider- 
mitis after the twenty-third day. Clinical observa- 
tions were made and graphically recorded three times 
a week. 

With regard to the duration of the treatment the 
authors state that in the use of the X-rays with an 
effective wave length of 0.16 A.U. and a half-value 
layer of 0.92 mm. Cu, a single dose produced an 
erythema which reached its peak in from sixteen to 
eighteen days. If these rays were administered at 
the rate of 200 r per day, the reaction was so intense 
by the sixteenth day that discontinuance of the 
treatment became necessary. Therefore it is postu- 
lated that from sixteen to eighteen days is the 
optimum time of protracted external irradiation 
with rays of this quality. 

In the use of X-rays with a wave length of o.11 
A.U. produced according to the Coutard technique 
and a half-value layer of 1.8 mm. Cu, the optimum 
duration of treatment was from twenty-one to 
twenty-three days. This finding agrees with the 
observations of Coutard, permitting the conclusion 
that the most effective type of protracted external 
irradiation is that which will produce an epithelitis 
and an epidermitis of second-degree intensity in 
which the epithelitis appears and terminates from 
five to seven days before the epidermitis. It is 
claimed that any irradiation administered later than 
the customary three or four weeks is directed at a 
tissue which is capable of not only resisting the 
destructive effect of the rays but also of undergoing 
reparative fibrosis while under bombardment. 
Therefore, increasing the total dose much above 800 
r when treatments have been unavoidably extended 
beyond twenty-one days does not seem to influence 
the response of the tumor. On the other hand, if the 
duration of the treatments is too short there is a 
resulting increase in the severity of the epithelitis 
and epidermitis which necessitates reduction of the 
total dose administered. 
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In the use of radium gamma rays of an effective 
wave length of 0.01 A.U. with a half-value layer of 
12.5 mm. of lead and a distance of 6 cm. a threshold 
erythema will be produced with a dose of 17,500 
mgm.-hrs. The latent period varies from four to 
six weeks. The “destructive phase”’ for gamma rays 
lasts for from ‘twenty-eight to thirty days, after 
which time the tumor becomes markedly resistant. 

The tumors studied included all types of car- 
cinoma of the mouth and throat of varying degrees 
of malignancy. It was found that many were not 
completely destroyed by the external irradiation 
and required interstitial treatment. Following 
protracted external irradiation the tumor bed is 
modified to such an extent that it cannot tolerate 
interstitial irradiation as well as the non-irradiated 
tissue. When such areas are treated by interstitial 
irradiation they often fail to heal spontaneously 
and bone within the range of the interstitial irradia- 
tion breaks down with prolonged osteomyelitis. It 
was found that if a lesion shrank 50 per cent in from 
fourteen to sixteen days after the onset of the treat- 
ment, it usually disappeared completely under the 
influence of external irradiation alone. When the 
shrinkage was less than 50 per cent, at the end of 
that time the external irradiation was terminated 
and interstitial irradiation was administered as soon 
as the condition of the mouth permitted. As a rule 
only a small dose of interstitial irradiation was 
required to destroy the remaining tumor, but when 
the interstitial irradiation was delayed five or six 
weeks a much larger dose was necessary for the same 
volume of tissue as by the end of that time the 
neoplasm had become more radioresistant. The 
study demonstrated that the problem of interstitial 
irradiation is important. It was found that external 
irradiation rarely eradicates the more common 
resistant carcinomatas or advanced lesions. Residual 
tissue must be destroyed by interstitial irradiation 
or electrocoagulation or both. 

With regard to the duration of the daily treat- 
ments the authors state that the ideal irradiation is 
an irradiation administered continuously for twenty- 
four hours a day over the longest effective time 
period. The small 1oo-mgm. pack meets this ideal 
by giving in twenty-four hours approximately the 
same dose as is given by the 5-gm. pack in one hour. 
The authors present tables showing that the small 
pack giving a dose of 43,000 mgm.-hrs. to each area 
produces a slightly less intense epithelitis but a more 
intense epidermitis than the large pack giving a dose 
of 55,000 mgm.-hrs. over a similar period of time. 
They state that from 3 to 3% skin erythema doses 
of gamma rays delivered by the large pack are 
required to produce the reactions and results pro- 
duced by from 2.25 to 2.75 skin erythema doses 
delivered by the small pack. Therefore the small 
pack will produce a biological effect of the same 
degree as the large pack with only 80 per cent of the 
dose. 

The authors’ findings and conclusions are sum- 
marized as follows: 
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1. In comparing the effect of X-rays and radium 
gamma rays according to the technique used no 
significant difference in the effect of these two rays 
upon the tumor was noted. It required 4.5 skin 
erythema doses of X-rays to produce the effect oi 
3.5 skin erythema doses of gamma rays. 

2. The erythema from gamma rays appear: 
later and is more prolonged than that from X-rays 
Gamma radium rays produce a more profound 
effect upon the normal tissues around the tumo: 
which renders subsequent interstitial irradiation 
less well tolerated. 

3. The duration of the period of administratio) 
is the most important single factor in protracte:! 
external irradiation. Since each type of neoplasn 
has its own rhythm of response, the attempt shoul! 
be made to parallel this rhythm with a suitable tim: 
duration for treatments. A delicate adjustment 0} 
these two factors is essential for protracted irra 
diation. 

4. The double small too-mgm. pack produciny 
continuous irradiation for twenty-four hours a da 
is an efficient therapeutic medium which closel: 
rivals the 5-gm. pack. A. James Larkin, M.D 


Craver, L. F., and MacComb, W. S.: Heublein's 
Method of Continuous Irradiation of the 
Entire Body for Generalized Neoplasms. 4» 
J. Roentgenol., 1934, 32: 054. 


The Heublein ward in which continuous irradia 
tion of 4 patients was possible was established in 
May, 1931, but because of economic conditions it 
use was discontinued in May, 1933. A Coolidge 
tube operating at 185 kv and 3 ma. was so mounted 
that all 4 beds received unobstructed irradiation 
The filtration generally employed, that obtaine: 
with 2 mm. of copper, resulted in an intensity of 1.7 1 
per hour for the near bed and o.9 r per hour for the 
far bed. The distance from the target of the 2 near 
beds was 5.4 meters, and that of the 2 far beds, 7.3 
meters. The voltage of 185 kv and the current oi 
3 ma. were regarded as optimum for satisfactory, 
continuous operation, one tube rendering service 
for 7.482 hours. 

In addition to the ward, there was a room direct] 
beneath the tube in which it was possible to treat 
I patient intermittently at a distance of 150 cm 
Sixteen patients who required a large field for treat 
ment were treated by this intermittent method. 

During the period of two years, 134 patients re 
ceived continuous irradiation in the Heublein war 
In 37 cases, the Heublein treatment was the onl) 
form of irradiation given. Eighty-five of th 
patients had received local irradiation previous!) 
and in 55 cases local irradiation was used during o: 
after the Heublein treatment. The dosage was small 
during the early days of the treatment, but in ce: 
tain cases was gradually increased to from 50 to 6 
per cent of the skin erythema dose. Irradiation 
sickness practically never occurred, and no evidence 
of erythema or alopecia was noted. Leucopeni: 
was found almost routinely, and anemia in some oi 
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the cases. During the first few months detailed 
studies were made not only of the blood picture but 
also of the chemical constituents of the blood, the 
icterus index, the findings of fragility tests, and the 
basal metabolism. No significant changes were 
found in the chemical constituents of the blood. The 
blood-cell and platelet counts were always watched 
carefully. 

The radioresistant group of 25 cases included 
such conditions as mammary, prostatic, ovarian, 
renal, testicular, and tonsillar carcinoma. In this 
group the treatment was of only slight value except 
in a case of metastatic ovarian psammocarcinoma 
which seemed to show some regression. 

In the radiosensitive group of tog cases were such 
conditions as Hodgkin’s disease, various types of 
leukemia, lymphoid tumors, multiple myelomata, 
and Wilm’s tumor. All but 6 of the 54 patients 
surviving showed definite improvement and have 
survived for from three to twenty-four months since 
the beginning of the treatment. Of those who died 
later, 17 showed palliation. Thus, of this group, 
60 per cent showed appreciable improvement and 44 
per cent were benefited and are still living. Con- 
trary to the usual results obtained with local irradia- 
tion, patients with chronic lymphatic leukemia 
seemed to respond better than those with myeloid 
leukemia. Such patients should be given relatively 
small doses not exceeding 15 per cent of the skin 
erythema dose in 1 treatment period of six or seven 
days. The largest single group of patients were the 
44 with Hodgkin’s disease. Of this group, 30 showed 
improvement and all but 4 are alive. Fourteen have 
survived for more than six months and 2 for more 
than a year. The authors were impressed by the 
well-marked and persistent tonic effect of the treat- 
ment and believe it should be employed routinely 
in Hodgkin’s disease in conjunction with properly 
chosen doses of local irradiation for the bulky 
localized masses. 

Certain difficulties in the use of the described 
method are discussed. In cases of leukaemia a 
tendency toward thrombocytopenia was some- 
times noted. The development of leucopenia and 
anemia is common. Bulky lesions often do not 
regress satisfactorily. In the latter case, local irra- 
diation in smaller doses than if used alone may be 
employed. 

Certain modifications of the method for further 
investigation are proposed, such as more intensive 
treatment of a single portion of the body with 
shielding of the rest of the body; the use of small 
doses of general irradiation supplementary to local 
irradiation; and the use of unfiltered or lightly 
filtered irradiation for certain generalized cutaneous 
diseases. 

Evaluation of the results obtained by this type of 
irradiation based entirely on statistics would raise 
the question as to whether similar or even better 
results might not be obtained by the usual local 
irradiation. As the method was new, the proper 
dosage had to be determined. The cases treated 
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were more advanced than the average case treated 
by localized irradiation. This report was made only 
a little more than two months after the last treat- 
ments. The authors believe that less attention 
should be paid to the figures and more to the impres- 
sions gained. They are of the opinion that while the 
method seems to be of little value in the treatment 
of the radioresistant tumors, it is an important 
addition to the treatment of radiosensitive tumors 
such as Hodgkin’s disease, the leukemias, lympho- 
sarcoma, and multiple myelomata. The results in 
chronic lymphatic leukaemia and pseudoleukamia 
seem superior to those obtained by local irradiation. 
Mare bk. Barta, M.D. 


MISCELLANEOUS 


Haas, M., and Lob, A.: Short-Wave Diathermy and 
Its Use in Surgery (Die Kurzwellendiathermie 
und ihre Anwendung in der Chirurgie). Deutsche 
Ztschr. f. Chir., 1934, 243: 318. 


Short-wave diathermy, in contrast to the long 
wave diathermy used heretofore, is the thera 
peutic application of the electrical high-frequency 
alternating condensor field. 

In long-wave diathermy (up to a wave length 
of 300 m.) the alternating current is carried directly 
to the body by the aid of contact electrodes. To 
prevent burns and decrease the undesired resistance 
of the skin, the electrodes must be adjusted with as 
good contact as possible. In short-wave diathermy, 
on the other hand, a large air gap is necessary be- 
tween both electrodes and the body surface. In 
long-wave diathermy the period of the alternating 
current is still so low that the capacity of the wave 
components as compared with the conduction cur 
rent determined by Kirchofi’s law may be disre 
garded. In biological tissues this conduction cur 
rent, after having overcome the relatively great 
resistance of the subcutaneous fatty tissues and 
produced maximal warmth in these tissues, follows 
the paths of least resistance, namely, the blood ves 
sels. Because of the ramifications of the blood vessels, 
the deep tissues are reached only by a slight current 
and therefore are not warmed to any noteworthy 
degree. 

On account of the considerably higher frequency 
and the consequently greater di-electrical con 
ductivity in short-wave treatment, it is possible, 
by proper application of the electrodes, to apply 
most of the electrical energy to the deep tissues of 
the part treated without producing too much warmth 
of the superficial tissues. However, it must be 
mentioned that in the development of the current in 
the deeper structures the differences in diathermy or 
short-wave frequencies are not so great as has been 
claimed. 

The authors are of the opinion that the first and 
only effect of treatment in the high-frequency 
electrical condensor field is the production of 
warmth in the tissues. Others claim that there is a 
specific electrical effect. While the authors do not 
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doubt Paetzold’s experimentally demonstrated spe- 
cific warmth effect produced by high-frequency 
waves, they are of the opinion that the biological 
effects of the electrical condensor field which are 
described in the literature as specifically electrical 
should be designated as the specific effects of elec- 
trically produced warmth. 

On the basis of theoretical considerations and 
experiments with models composed of layers of 
electrolytes it may be concluded with certainty 
that in a stratified medium a selective effect may be 
obtained in one layer with a certain di-electrical 
constant by means of a certain wave length, espe- 
cially a maximal increase in the temperature in this 
layer. In body tissues only an approach to such an 
effect can be obtained because the body presents no 
stratified medium of similar electrolytes, but very 
dissimilar and inconstant relationships of size. 
Therefore the authors refuse to suggest a thera- 
peutically favorable frequency for a definite disease 
on the basis of the relation between conductivity, 
di-electrical constants, and wave length or measure- 
ments of the conductivity of high-frequency current 
in individual biological objects. 

The absolute values of di-electrical constants in 
human tissues are entirely unknown. Also unknown 
is the effect upon them of disease. Measuring dosage 
is difficult. In addition to the factors of wave 
length and time it is important to know the field 
strength. However, measurement of this factor 
appears impossible. The authors attempted to 


determine the total field strength by repeated exam- 
inations of biological test objects with the aid of 
detailed physical methods. However they state that 


with regard to the field strength in the interior of the 
objects nothing can be said because, on account of 
the inconstancy of the di-electrical constants, it is 
subject to great variations. These difficulties may 
be partially surmounted if, when the field-strength 
dosage is applied, the operator allows himself to be 
guided by the patient’s subjective sensation of 
warmth. Following dosages not producing any 
appreciable or demonstrable warmth, no biological 
reaction can be demonstrated even by histological 
examination. 

After these introductory remarks the authors 
discuss the indications for, and the therapeutic 
results of, short-wave diathermy, especially in sur- 
gical diseases. In the literature there are numer- 
ous reports of favorable results from such treat- 
ment. Pyogenic diseases are described as especially 
suitable for short-wave treatment. It has been 
claimed even that surgical therapy is entirely super- 
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fluous in pyogenic infections, especially those of the 
skin. The authors state that their experience does 
not support this claim. The results of short-wave 
treatment by no means warrant disregard of the 
basic surgical principles for the treatment of pyo 
genic infections established by the school of von 
Bergmann, especially Lexer. Even today, pyogenic 
infections which do not yield readily to rest and 
protective dressings must be opened as early as 
possible to establish drainage for removal of the 
bacteria and their toxins. As a rule short-wave 
treatment should not be employed until after such 
intervention. Only in mild cases and at the begin 
ning of the illness may short-wave treatment be 
tried alone, and then always under the observa 
tion and direction of a physician with surgica! 
experience. 

The authors review experiences in different types 
of diseases. Tendon-sheath phlegmons constitute a 
definite contra-indication to short-wave treatment 
The authors strongly advise also against trying this 
treatment in acute suppurative osteomyelitis as 
valuable time is thereby lost for surgical therapy 
In acute suppurative bursitis, short-wave treatment 
can be successful only after the bursa has been 
opened. Favorable results have been obtained in 
numerous cases of peritonitis. By prolonged treat 
ment, which in one case lasted ten hours, alleviation 
of the clinical symptoms was obtained, viz., a drop 
in the fever, softening of the abdomen, improvement 
of the pulse, and the passage of feces and flatus. In 
the treatment of joint tuberculosis no lasting results 
could be obtained. There was a temporary diminu 
tion of the secretion from the fistula, but no healing 
of the bone lesions. In cases of joint injury short 
wave diathermy finds numerous indications, but in 
these also it is to be considered only a supporting 
remedy. Its results in arthritis deformans are not 
uniform. Remarkably favorable results have been 
observed by the authors in cases of lumbago. Th« 
rapidity of the effect and the simplicity of the treat 
ment recommend this form of therapy. 

A wide field for short-wave therapy is presented 
by postoperative treatment in cases of tendon 
sutures, tendon-sheath phlegmons, plastic operations, 
and adhesions after abdominal operations. With 
regard to the treatment of tumors, animal experi 
ments with Ehrlich’s mouse cancer showed that the 
treatment not only failed to destroy the neoplasm. 
but was generally followed by more rapid growth 
It has failed also in cases of inoperable cancer of the 
breast in human subjects. 

(ZILLMER). MAatuias J. SEIFERT, M.D. 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Learmonth, J. R.: The Surgeon and Pain. 
M.J., 1935, 1: 47. 


From a clinical point of view pain may be classified 
as follows: (1) pain due to a recognizable cause which 
cause can be dealt with, such, for example, as the 
pain resulting from the perforation of a peptic ulcer 
of the duodenum; (2) pain due to a recognizable 
cause which cause cannot be dealt with, such, for 
example, as the pain attendant upon inoperable 
malignant disease; and (3) pain of unknown cause, 
which can or cannot be abolished by surgical meas- 
ures, such, for example, as the pain of trigeminal 
neuralgia on the one hand and the “‘painful face’ 
that is not trigeminal neuralgia on the other. The 
author discusses the second and third types. 

Before the performance of any operation under- 
taken primarily for the denervation of a painful 
part, it must first be proved that a frontal attack on 
the lesion is impossible. This decision may be neces- 
sary under any one of the following three sets of 
circumstances. 

1. The site of the lesion and the site of the pain 
are the same. Under these circumstances the prob- 
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lem can be quickly solved by clinical examination 


alone or clinical and pathological examination. 

2. The painful area is more extensive than the 
local lesion, as may be the case, for example, when 
carcinoma of the rectum invades the nerves of the 
sacral plexus. Under these circumstances care must 
be taken that the operation considered will not deal 
only with the visceral component of the pain. 

3. The pain is a “referred” pain and the lesion 
is distant and possibly not even surgically accessible. 
In certain obscure cases of severe pain about the 
lower jaw, for example, the pain is a manifestation 
of cardiac disease and division of the posterior root 
of the fifth nerve for its alleviation would be dis- 
astrous. 

When operations for the relief of pain are under- 
taken the following two different anatomical arrange- 
ments of pain fibers are encountered according to 
the somatic or visceral origin of the pain: 

1. Somatic pain fibers from the periphery ccn- 
centrated first in nerve trunks and, possibly af er 
passing through a plexus, spreading out over poste- 
rior roots and becoming concentrated in the antero- 
lateral tract. This tract is the most logical point of 
surgical attack as its proper division yields maximal 
analgesia with a minimal effect on other forms of 
neural conduction; either motor or sensory. 

2. Visceral pain fibers concentrated in a strand 
or strands of one of the splanchnic nerves, spreading 
out again over the ‘‘roots”’ of the strand, and 


possibly extending still further in the sympathetic 
paravertebral chains from whence they may enter 
the cord by way of many posterior roots and in the 
cord itself pass by one of at least two routes—the 
anterolateral tract and the ground bundles close to 
the gray matter. The most logical point of attack 
on visceral pain fibers is the particular splanchnic 
strand in which they are first concentrated. 

Operations for the relief of somatic pain may be 
performed on the peripheral nerves, posterior roots, 
cranial nerves, and anterolateral tracts. Division of 
the anterolateral tract to abolish the pain of incur- 
able disease was originally suggested by Spiller. 
The indications for this most valuable operation 
may be grouped as follows: 

1. Pain due to the presence of an irremovable 
tumor which is pressing upon or infiltrating con 
tiguous nerves. An example is the distressing pain 
of widespread malignant growths in the pelvis. 

2. Pain due to pressure upon nerves by bony 
outgrowths—as in spondylitis, for example—and 
pain due to arthritis—of the hip for example. 

3. Pain due to intractable neuritis, such as that 
of diabetes and that of neuritis of the cauda equina. 

4. Pain in amputation stumps of the lower 
extremity. 

The technical point of importance is the avoid- 
ance of injury to the crossed pyramidal tract, which 
is posterior to the proposed line of section. The 
division is usually made after removal of the spines 
and lamine of two vertebra—as a rule, the third 
and fourth thoracic. In cases in which the pain is 
unilateral and is likely to remain unilateral a uni- 
lateral chordotomy suffices. Bilateral chordotomy 
is necessary when: (1) the pain is bilateral and when, 
though unilateral at first, it is likely to become 
bilateral, as in malignant growths of the pelvis that 
involve first one and then the other lumbosacral 
plexus; and (2) the pain is in part visceral. 

In occasional cases even bilateral chordotomy 
fails to relieve visceral pain. In this group are cer 
tain forms of tabetic gastric crises. The author 
calls attention also to cases on record in which the 
analgesia was not permanent. He states that failure 
of the operation to produce permanent analgesia 
may be due to insuflicient depth of the cut into the 
cord or, possibly, to sensations of pain pressing into 
service for their transmission the posterior columns 
of the cord—an example of the well-known biological 
urge toward wholeness of the organism. 

The pain of angina pectoris and the pain arising 
from disease of the pelvic viscera are two types of 
pain which illustrate the anatomical and physio- 
logical principles involved in surgical treatment for 
the relief of visceral pain. The greatest concentra- 
tion of pain fibers from a viscus is to be found in the 
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sympathetic strands in the vicinity of the viscus. 
In the case of the heart these are in the cardiac 
plexus, but a direct attack on this plexus is obviously 
out of the question. After the first concentration, a 
“‘spread’’ over sympathetic roots occurs over a 
vertical extent. The upper boundary of the spread 
is the junction of the superior cardiac nerve with the 
superior cervical ganglion, and the lower boundary 
the ramus communicans of the fifth thoracic nerve. 
To extirpate all of the nerves in this spread is ob- 
viously undesirable. However, if it is remembered 
that the highest available sympathetic connection to 
the spinal cord is by way of thégamus communicans 
of the first thoracic nerve, the vertical extent of 
attack can be greatly reduced. 

It has been found possible to block afferent cardiac 
fibers outside the spinal canal by injecting alcohol 
into and around the upper five thoracic ganglia of 
the sympathetic chain on the left side. This is not 
a serious procedure. Many good results have followed 
its use. It represents a compromise between the 
ideal procedure of attacking at the most concen- 
trated zone which is associated with a high risk, and 
attacking over a wider front which is associated 
with a low risk. The first ‘zone of concentration” 
of sympathetic fibers from pelvic viscera which is 
conveniently open to surgical attack is the presacral 
nerve in front of the fifth lumbar vertebra. In this 
nerve pass afferent fibers connected with the blad- 
der, the rectum, and some of the internal genital 
organs. As a rule resection of the presacral nerve 
can be done easily with minimal operative risk. 

This operation has been performed with success 
in certain cases of intractable cystitis and in the 


palliative treatment of inoperable mal gnant disease 


of the bladder. It has been done also for the relief 
of intractable dysmenorrhoea in which the pain is of 
a colicky type. Cases of this condition must be very 
carefully selected. 

In conclusion Learmonth says it is by no means 
certain that the beneficial effects of the operation are 
due directly to the division of pain fibers alone, 
although these are undoubtedly present in the nerve. 
Probably the division of vasoconstrictor fibers that 
traverse the nerve diminishes the intensity of symp- 
toms due to inflammatory disease by improving the 
blood supply of the diseased part. In “obstructive” 
dysmenorrhoea the efiorts of the uterus to get rid of 
its contents may be assisted by reducing the tone 
of the cervix by dividing some of its extrinsic nerves. 

MANUEL E. Licutrenstetn, M.D. 


Kirsch, O.: Invagination and Spasmophilia (Invag- 
ination and Spasmophilie). Ergebn. d. inne. Med., 
1934, 47: 220. 


The author reports a case of ileo-iliac and ileocecal 
invagination in a seven-months-old infant with 
marked, though latent spasmophilia. This case sup- 
ported the theory first advanced by Goldschmidt 
that spasmophilia is the cause of the marked con- 
traction ring described by Nothnagel and Propping 
as the anatomical cause of invagination. 
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Kirsch also cites a number of observations re- 
corded in the literature which tend to show that 
intestinal invagination has an evident relationship 
to tetany (frequent spastic obstipation, singultus, 
narrowing of the pupils, delirium, opisthotonus, 
cramps, mechanical contractures of the extremities, 
and spasms of the sigmoid flexure and anus). He 
calls attention to parallelisms between the two dis 
eases. They occur in the same age period (the firs! 
year of life and the first half of the second year), 
twice as frequently in the male as in the female, and 
especially in robust and apparently well-nourishe« 
children. In both conditions there is a tendenc\ 
toward grouping, that is, frequent occurrence on 
consecutive days, and the same seasonal curve 
which gradually rises to reach a peak in the spring, 
is low from August to the first half of November, 
and then rises again until the end of the year. How 
ever, in tetany the curve reaches its lowest point 
two months earlier, in June and July. The course 
of this seasonal curve suggests that invagination is 
due to avitaminosis, expecially as keratomalacia 
shows an exactly identical curve. This suggestion 
is supported by the greater-frequency of the condi 
tion in males than in females, which is found in all! 
types of avitaminosis; the greater frequency of the 
condition in more robust bodies which require a 
larger supply of vitamins, and its frequency in in 
fants, who require a large supply of vitamins fo: 
maximal growth. Also like other avitaminoses, both 
tetany and invagination became more frequent dur 
ing the postwar period. The gastro-intestinal dis 
turbances in the preliminary period of invagination 
and tetany coincide with the findings in other 
avitaminoses (beri-beri, pellagra, and erythro 
dermia). The geographical distribution of invagina 
tion and tetany is also similar, both of these condi 
tions being most common in England, America, and 
Denmark. In the Anglo-Saxon race, they may be 
related to congenital racial qualities (a tall and 
slender stature), or to sea-going with its dangers of 
avitaminosis, or to certain national food habits. 
The question as to whether invagination is to be 
included in the spasmophilic syndrome can_ be 
solved only by further chemical studies of the blood 
and galvanic irritability. 

After Reyer pointed out the resemblance between 
tetany and beri-beri, the author called attention to 
the resemblance between tetany and pellagra. As 
both of these conditions are produced by a lack o/ 
Vitamin B, it seems reasonable to seek the cause o! 
spasmophilia and perhaps also that of invagination 
in this group of conditions. 

(StEvVERS). JOHN W. BRENNAN, M.D. 


Freeman, N. E.: Hzmorrhage in Relation to 
Shock. Ann. Surg., 1935, 101: 484. 


From experiments which he performed on cats 
and reports in detail the author draws the following 
conclusions: 

1. In unanesthetized cats the increase in the rate 
of the denervated heart after hemorrhage is due to 
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the hypersecretion of epinephrin. No increase in 
the rate occurs when the adrenals are previously 
inactivated. 

2. When saline solution is administered intrave- 
nously, the increase in the secretion of epinephrin 
resulting from hemorrhage is inhibited only slightly 
and temporarily and the elevation of the blood 
pressure is only temporary. 

3. When a 6 per cent solution of gum acacia in 
saline solution is injected intravenously, the increase 
in the secretion of epinephrin following hemorrhage 
is inhibited to a greater degree and the elevation of 
the blood pressure may be sustained. 

4. When the blood lost is re-injected, the increase 
in the secretion of epinephrin resulting from haemor- 
rhage is well inhibited and the elevation of the blood 
pressure is permanent. 

5. If hemorrhage initiates sympathetic hyper- 
activity of sufficient intensity, the resulting vaso- 
constriction leads to further diminution of the 
volume of circulating blood, probably through stag- 
nation of the blood in the splanchnic area and the 
periphery. Such a process leads to shock. With 
restoration of the volume of circulating blood sufti- 
cient to inhibit the sympathetic stimulation, the 
vicious circle is broken and recovery results. 

6. Adequate treatment of hemorrhage requires 
early restoration of the volume of circulating blood 
to inhibit the sympathetic activity before a further 
loss of circulating blood occurs through stasis. 

HERBERT F. Tourston, M.D. 


Babcock, W. W.: Catgut Allergy. 
1935, 27: 07. 

The author states that too little attention has 
been paid to the probability that many human 
beings are susceptible to catgut as allergic reactions 
to sheep serum have been demonstrated frequently. 
He believes that the allergic response may be due 
also to the presence of bacterial products or a 
specific toxin or both. In support of his theory he 
cites the frequency of the phenomenon in thyrotoxic 
patients and the improvement in wound healing that 
has occurred since the more extensive use of silk. 
He believes that many of the recurrences following 
the repair of hernia may be attributed to weakening 
due to a catgut reaction with local necrosis about 
the suture. 

With Pratt and Small, Babcock carried out a 
series of experiments on 120 individuals to determine 
the reaction of the skin to various suture material 
buried just beneath the surface. Chromic catgut 
produced a flare and wheal after twenty-four hours. 
When plain catgut was used, the same reaction was 
noted but was less marked. A reaction occurred in 
all of the patients tested, but varied in degree in 
different individuals. When rustless steel wire was 
used, very little reaction occurred even when the 
wire was buried under a cast for several weeks. The 
author states that fine rustless steel wire is stronger, 
smoother, and less irritating than any other suture 
with which he has had experience. He regards it of 
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most value for plastic operations for the closure of 
cleft palates, colostomies, and various types of 
fistula, but recommends it also for ligation in cases 
of infected wounds. 

In summarizing, he says that chromic catgut may 
produce allergic reactions in the tissues which retard 
healing and may lead to wound disruption, and that 
No. oo plain catgut may be extruded from the skin 
many weeks after its insertion. Silk is still the 
suture of choice for use in thyroidectomies, but 
annealed rustless steel wire is worthy of more 
extensive trial as a suture and as a ligature in septic 
wounds. CornELtus J. Kratsst, M.D. 


Prussia, G.: The Question of the Filterability of 
the Tuberculous Virus in Surgical Tubercu- 
losis (Sulla questione della filtrabilitd del virus 
tubercolare nelle tubercolosi chirurgiche). Ann. 
ital. di chir., 1934, 13: 1075. 

Prussia states that it is still debatable whether the 
tubercle bacillus has an ultravirus, and that the 
interpretation of experimental lesions produced by 
cultures or tuberculous material is also very uncer 
tain. In reporting experiments which he carried out 
to attempt to clarify some of the obscure prob- 
lems in surgical tuberculosis, he describes in detail 
the methods he used in obtaining the tuberculous 
material, culturing it, filtering it, and injecting it 
into animals. In twelve instances the material used 
consisted of pus from cold abscesses; in two instances 
of exudate from a tuberculous empyema; in one 
instance, of exudate from orchitis and epididymitis; 
and in one instance, of the urine of a patient with 
renal tuberculosis. To control the specificity of the 
anatomicopathological lesions of the ultravirus, two 
guinea pigs were inoculated with a filtrate of diag- 
nostic tuberculin. Therefore seventeen guinea pigs 
were injected with filtrate, seventeen with ultra- 
filtrate, and two with tuberculin. In each case 
serial transplants were made to a total number of 
seventy-six animals. Prussia concludes that the 
lesions found in the splenolymphatic system were 
caused, not by a virus, but by toxic elements in the 
filtrate and ultrafiltrate as he discovered similar 
lesions in the animals given injections of diagnostic 
tuberculin. EuvGene T. Leppy, M.D. 


Jackson, H., Jr., and Parker, F., Jr.: Agranulocy- 
tosis: Its Etiology and Treatment. New 
England J. Med., 1935, 212: 137. 


The authors discuss agranulocytosis on the basis 
of the literature and 103 cases which they have 


observed themselves. ‘They state that the liter- 
ature is at times confusing, opinions are divergent, 
and recorded data are not accurately tabulated. 
They conclude that while it is as yet impossible to 
state dogmatically whether agranulocytosis is to be 
regarded as a disease entity or a syndrome, the 
occurrence of such a disease entity appears probable. 
The etiology remains uncertain, but amidopyrine 
and related drugs seem to favor the development 
of the condition in certain cases. 
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The pathological changes in the bone marrow 
consist of arrest of maturation at the stem cell 
stage. Later in the course of the condition the 
previously existing stem cells are replaced to a large 
extent by plasma cells and lymphocytes. 

In the treatment, careful asepsis, adequate nurs- 
ing, and intelligent general care of the patient are 
essential. At the present time the best method of 
stimulating recovery of the bone marrow is the 
intramuscular or intravenous injection of pent- 
nucleotide. 

In conclusion the authors state that until the 
nature, etiology, and pathology of agranulocytosis 
are determined definitely, the diagnosis, treatment, 
and prognosis of the condition must remain sub 
judice. MANuEL E. Licutenstetn, M.D. 


Willis, R. A.: The Structure of Teratomata. J. 
Path. & Bacteriol., 1935, 40: 1. 


Teratomata have been attributed to internal 
twinning, the proliferation of dislocated or super- 
numerary blastomeres or other early embryonic cells 
or cell groups, the growth of fertilized polar bodies, 
the parthenogenetic or ephebogenetic proliferation 
of gonadal or extragonadal germ cells, and develop- 
mental errors affecting the primitive streak and 
early axial structures of the embryo. None of these 
theories is wholly satisfactory or has been definitely 
proved. 


Willis reports a study in which fourteen terato- 
mata were examined by the serial slab method and 
the distribution and relationship of the component 
tissues determined. 

He states that in the identification of many of the 
tissues in these growths difficulties are encountered. 
An intimate knowledge of the histology of both adult 
and embryonic tissues is necessary. Immature 
glandular and neuro-epithelial tissues are readily 
confused with one another. Unless accompanied by 
hair follicles or cutaneous glands, stratified squa- 
mous epithelium cannot be identified as epidermal 
since squamous metaplasia frequently occurs in the 
glandular components of teratomata. Function in 
teratomatous tissues — secretion, hematopoiesis, 
movement, nervous activity—is of interest in con- 
nection with the problems of the prefunctional and 
functional differentiation of tissues. 

Teratomata of the testis are almost always malig- 
nant. With rare exceptions the malignancy involves 
many or all of the component tissues, though per- 
haps in different degrees. 

Most teratomata present no signs of somatic axia- 
tion, segmentation, or delamination of germ layers. 
They possess no organs or true somatic regions. 
They exhibit an anomalous excess of certain com- 
ponents and an anomalous absence of others, ab- 
normal mixtures and relationships of tissues, and 
the co-existence of tissues of widely different degrees 
of maturity. Because of these facts theories based 
on the idea that a teratoma is homologous with a 
fetus must be rejected. Therefore the twin inclusion 
and parthenogenetic hypotheses must be rejected. 
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Incomplete examination of a teratoma may give rise 
to the erroneous impression that it resembles a fetus. 
Tissue correlations probably similar to those ob- 
taining in normal ontogeny are evident in terato- 
mata. Various growing epithelia appear to induce 
specific changes in associated plastic mesenchyme. 
Certain glandular epithelia evoke the formation of 
smooth muscle; young central nervous tissue evokes 
chondrification; tooth development exhibits its 
characteristic and complex tissue correlations; 
respiratory mucosa induces the formation of carti- 
lage; nervous tissue induces the formation of a 
meninx-like sheath or of nerve-sheath elements; 
epidermis induces the formation of dermis; and cer 
tain mucosal epithelia induce the formation of lym 
phoid tissue. Hersert F. Tuurston, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Bickel, G.: Colon Bacillus Septicemia. A Study of 
its Pathogenesis and Clinical Aspects (La coli 
bacillose. Etude pathogénique et clinique). Rev. 
méd. de la Suisse Rom., 1934, Pp. 1037. 


The important réle of the colon bacillus in com 
mon diseases has been recognized only within the 
last dozen years, that is to say, since the work of 
Heitz-Boyer on the “enterorenal syndrome.” Today, 
the term “colon bacillosis” is applied to acute and 
subacute septicamias and a group of less well-defined 
states indicating a generalized invasion of the or 
ganism by the colon bacillus with elective localiza 
tion in the urinary tract, the biliary tract, or the 
nervous system. 

The colon bacillus may change from one form to 
another. It is extremely resistant to heat, desicca 
tion, light, and most antiseptics, and remains viable 
in water and soil over long periods. It grows well in 
all culture media and even in urine. It is little 
affected by changes in hydrogen-ion concentration 
Its metabolic products include amino-acids, am 
monia, indol, scatol, and phenol. 

The virulence of the colon bacillus is normall\ 
low, but varies greatly. An increase in virulence ma\ 
be due to its association with more virulent bacteria 
or a decrease in the vitality of the tissues with which 
it is in contact. The toxins studied since 1893 by 
Gilbert show a marked affinity for the nervous sys 
tem and the gastro-intestinal tract. Vincent re 
cently has isolated an exotoxin and an endotoxin, the 
former neurotropic and the latter enterotropic. The 
endotoxin causes symptoms of intestinal irritation 
and diarrhoea. The exotoxin is found in young cul 
tures, but the endotoxin occurs only in old cultures. 
These toxins are entirely independent of each other. 

The “ physiological” réle of the colon bacillus has 
never been determined, but it appears that harmful 
effects are never produced by this bacterium in the 
absence of abnormal permeability of the intestine. 
The presence of colon bacilli in the blood and their 
elimination by the urinary or biliary tract are but 
transitory manifestations of a change in the intestine 
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favoring the absorption of the bacilli and various 
toxic substances. 

The colon bacillus is not the only agent of auto- 
infections of intestinal origin. In about 20 per cent 
of such infections the enterococcus and, less fre- 
quently, Friedlaender’s bacillus, a streptococcus, a 
staphylococcus, or a pneumococcus is the invading 
pathogen. Moreover, the abnormal permeability of 
the intestine may be limited to toxins, the term 
‘bacillosis” being inapplicable under such circum- 
stances. 

Acute enterocolitis due to the colon bacillus is 
common. It occurs most often in infants and fre- 
quently assumes an epidemic character. The infec- 
tion may be localized in one part of the intestine. It 
is localized with special frequency in the region of 
the appendix. Whether or not the primary condition 
is appendicitis is problematical. However, the colon 
bacillus is found frequently in pyelephlebitis and 
abscesses following appendicitis and is the organism 
isolated from the blood most often in septicemia 
following that condition. Localization may occur 
also in the biliary passages. Blood-stream infections 
are usually due to stasis in the right half of the colon 
which, like an experimental ligature, allows the or- 
ganisms to pass through the mucosa and increases 
the absorption of bacterial products. 

The symptoms of colon bacillus septicemia are 
extremely variable. A large number of forms of the 
condition have been distinguished on the basis of 
either the localization or the dominant symptoms. 
The author enumerates most of the ills that were 
formerly ascribed to ‘‘auto-intoxication’’—indiges- 
tion, asthenia, psychic symptoms, headaches, 
dysmenorrhoea and other endocrine disturbances, 
vasomotor disturbances, and slight fever—and 
classifies them into urinary, hepatic, and nervous 
disturbances. Most definite appear to be the urinary 
disturbances in the form of bacilluria and pyuria. 

Intelligent treatment requires a preliminary study 
including most of the tests known to clinical path- 
ology, to which may be added a thorough study of 
the intestinal flora and its products. 

The treatment is long and arduous. It should be 
directed first to the intestinal disturbance, that is to 
say, the stasis, and should consist of the usual regi- 
mens recommended for spastic colitis. 

ALBERT F, DeGroat, M.D. 


Sauvé, L.: A Contribution to the Study of Surgical 
Septicemia of Exclusively Staphylococcal or 
Streptococcal Origin. Symptomatology (Con- 
tribution a l’étude des septicémies chirurgicales a 
staphylocoques et 4 streptocoques exclusivement. 
Seméiologie). Bull. et mém. Soc. nat. de chir., 1934, 
60: 1102. 


The author defines septicamias as general infec- 
tions in which there is an intermittent or constant 
discharge of pathogenic bacteria into the blood 
stream with grave general symptoms due to the dis- 
semination of the bacteria or their toxins in the 
viscera. He states that in the study of septicamias 
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frequent cultural studies of the blood should be 
made at varying intervals in relation to the chills 
with the use of fairly large amounts of blood. How- 
ever, he regards the clinical findings of more im- 
portance in the diagnosis than the laboratory 
findings, especially when the blood cultures are 
negative. 

Both staphylococcic and streptococcic septicemia 
may occur in a fulminating form or a prolonged 
form. Most common, however, is the acute form 
developing in a few days or weeks which passes 
through the following three stages: an initial stage 
in which the infection is local; a second stage with 
the intermittent discharge of bacteria into the blood 
stream; and a final stage of pollution of the blood 
stream by the bacteria. The stage of incubation is 
rarely recognized clinically. It ends, as a rule, with 
the first chill. Thereafter, the symptoms depend 
entirely on the manner in which the bacteria are 
disseminated in the blood. 

In cases of streptococcic septicemia two very 
unfavorable signs are a painless gassy distention of 
the abdomen and the occurrence of organic changes 
with congestion at the bases of the lungs, anuria, 
extreme acceleration of the pulse rate, enlargement 
of the liver, and a subicteric tint of the skin. When 
either of these signs appears, death is to be expected 
in a few days. The favorable prognostic sign is ces- 
sation of the chills with gradual slowing down of the 
pulse rate. 

A rather rare form of streptococcic septicamia is 
observed in certain pyemias, and a chronic form 
with certain medical diseases. Of the three etiolog- 
ical factors—septic infection, infection at operation, 
and post-abortal infection—the last is the most 
dangerous. 

The staphylococcic septicamias are of two main 
types—the acute, which resembles the streptococcic 
in its symptoms, and the septicopyamic type. The 
latter is characterized by metastatic abscesses, 
cutaneous eruptions, phlebitis, arthritis, and periods 
of remission which may be followed by acute recru 
descence. A third type—a prolonged form with 
multiple abscesses—may be distinguished. For the 
diagnosis of this type the same strain of staphylo- 
coccus must be found in all of the metastatic ab- 
scesses. This type is especially serious when the 
abscesses occur in the faciobuccal region. 

WiLttam C. Beck, M.D. 


Kavanaugh, C. N.: Tularemia: A Consideration 
of 123 Cases, with Observations at Autopsy in 
One. Arch. Int. Med., 1935,\55: 61. 


Of the 123 patients whose cases are reviewed, 69 
were males and 54 were females. ‘There were 5 
deaths, a mortality of 4 per cent. The author re- 
ports the autopsy findings in 1 case. According to 
his classification, 108 of the cases were of the primary 
cutaneous type; 6, of the primary ophthalmic type; 
and 9 of the cryptogenetic type. In 58 cases in 
which the incubation period was determined defi- 
nitely, it averaged four and a half days. 
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Sixteen cases presented pulmonary involvement. 
The breast was involved in 2. Thrombi in the veins 
were found in 1 case. Pleurisy was a complication 
in 6 cases. Abdominal symptoms were prominent in 
5 cases. Peritonitis was present in 1 case. Delirium 
was a prominent feature in 6 cases. Acute mania 
was a complication in 1 case. In 1 case of the 
primary ophthalmic type, optic atrophy with loss 
of vision occurred in the affected eye. Purulent 
dacryocystitis occurred in 1 case. Decided spleno- 
megaly with perisplenitis was present in 5 cases. 
Osteomyelitis was found in 1 case. In 4 cases the 
only external evidence of the disease was cervical 
adenitis. Subcutaneous nodules were present in 28 
cases, and a cutaneous eruption occurred in 23 cases 
(18.7 per cent). 

The author gives a brief review of the literature 
and discusses important facts pertaining to the 
history, epidemiology, pathology, diagnosis, and 
treatment of the condition. 

Wa ter H. Napier, M.D. 


Spoerri, R.: Investigations on the Action of Anaeér- 
obic and Aérobic Bacteria on the Surviving 
Small Intestine of the Rabbit (Untersuchungen 
ueber die Wirkung anaerober und aerober Bakterien 
auf den ueberlebended Kaninchen-Duenndarm). 
1934: Zurich, Dissertation. 

The difference in mode of life of aérobic and anaér- 
obic bacilli raises the question whether, as a con- 
sequence, different substances, varying from one 
another in their action, may not be produced in the 
nutrient in the medium. The questions which 


Spoerri attempted to answer in the investigations 


on which this dissertation is based were the follow- 
ing: 

1. Do the products of metabolism contained in 
different bacterial cultures exert any action on the 
smooth musculature of the small intestine of the 
rabbit which differs from the action of sterile 
bouillon? 

2. Do these actions of decomposition products 
differ only for the two large groups, or can differ- 
ences in activity be demonstrated even for the differ- 
ent kinds of bacteria? 

3. Are the possible differences only quantitative 
or also qualitative? 

4. Is the result affected by the age of the culture? 

5. Does the composition of the nutrient medium 
exert an influence? 

6. Is the action of the metabolic end-products 
formed in the medium exerted on the muscle cells 
directly or by way of the sympathetic nervous 
system? 

In his studies the author was of course unable to 
investigate the influence of definite chemical com- 
pounds. In such investigations it is necessary to 
recognize the fact that we are always dealing with 
a mixture of substances. We therefore obtain only 
a summation effect, and if the antagonists maintain 
a balance, this may be null in spite of the presence 
of active substances. However, there is also the 
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possibility that one product may be much stronger 
in its physiological action than all of the others. 

The apparatus used by Spoerri was a modification 
of the apparatus of Guggenheim and Loeffler. The 
investigations were carried out on the surviving 
small intestine of the rabbit. Oxygen was intro 
duced into one end through a capillary tube and the 
other end fastened by a fine thread to the arm of a 
recording apparatus. The preparation to be tested 
was brought into contact with the intestine mixed 
with Ringer’s solution. In the investigations on the 
influence of age, meat extract prepared by one and 
the same method was used in the preparation of all 
of the bouillons in order to avoid a difference in the 
material of origin. The inoculation of this fluid 
with fresh liver-bouillon cultures of the same strain 
of bacteria was done for one series at the same time 
and the culture obtained after incubation for one, 
three, six, ten, and twenty days were used for the 
experiments. For every series of experiments a 
certain quantity of the same bouillon was removed 
on each of the days mentioned and kept under the 
same conditions for use as a control. For the prepa 
ration of macerates and filtrates, Spoerri employed 
2-liter retorts with large quantities of culture which 
had been inoculated with the same strains. The 
incubation period varied up to ten days. In the 
preparation of the filtrate the culture was centrifu 
galized, rendered free of bacteria by means of a 
Seitz filter, and then used immediately. The centrif 
ugate was washed three or four times with physio 
logical salt solution until the yellow tint of the 
centrifuge fluid had disappeared. It was then mixed 
with from 1 to 2 c.cm. of sterile water and frozen 
three or four times. The precipitate from 4 liters 
was diluted to 100 c.cm. with physiological salt solu 
tion and this fluid brought into contact with the 
intestine in Ringer’s solution in amounts of from 2 
to 10 ¢.cm. 

The effect of these different preparations on the 
activity of the intestine was studied with regard to 
the amplitude of contraction, tonus, and frequency 
After testing the movements of the intestine in 
Ringer’s solution alone and following the addition 
of acetylcholin, pilocarpin, and adrenalin as well as 
after exclusion of the px influences, Spoerri tested 
the influence on the intestine of sterile bouillon in 
the form of cystein-peptone bouillon and cystein 
glucose bouillon. 

The results of the experiments with the different 
kinds of bouillon were in general identical. When 
all three kinds of bouillon were used, an initial 
decrease in contraction amplitude and tonus was 
followed by recovery in which the contraction ampli 
tude went above normal and the tonus reached 
normal. In general, the frequency remained unin 
fluenced. 

Comparative experiments showed that these 
typical reactions were due to active substances 
already present in the meat extract and not to the 
added cystein, peptone, or glucose. This bouillon 
effect underlay the action of the further addition 
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of adrenalin, pilocarpin, and acetylcholin. It is 
assumed that the action of these drugs is exerted on 
the muscle cells, not directly, but by way of the 
nervous elements. However, inoculation of the 
described nutrient media with a culture of the para- 
anthrax bacillus showed great differences between 
the nutrient media and the cystein-peptone bouillon 
culture. The addition of the drugs named could no 
longer suppress the effects of the cystein-peptone 
products. The cystein-peptone cultures contained, 
at first, paralyzing substances. Twenty-day cultures 
contained tonic substances. A one-day culture was 
without definite effect. After the first week, the 
cystein-glucose bouillon culture exhibited an action 
increasing the contraction amplitude and, after the 
ninth day, an action increasing also the tonus. The 
peptone bouillon culture showed a slightly tonic 
action. Therefore a paralyzing action was present 
only in the case of cystein bouillon cultures and a 
tonic action in the case of old cystein-peptone 
bouillon cultures and young peptone bouillon cul- 
tures. Comparative tests with acetylcholin, pilo- 
carpin, and adrenalin showed that the less toxic sub- 
stances, which were present in a para-anthrax cul- 
ture, exerted their influence on the nervous system, 
whereas the mechanism of action of the substances 
with a strongly paralyzing effect was not explain- 
able (it was impossible to determine whether the 
action was direct or indirect). The active substances 
passed over into the filtrate, but were not demon- 
strated in the macerate. 

The author is inclined to ascribe the paralyzing 
action of his cultures to various decomposition prod- 
ucts produced by the para-anthrax bacillus, but 
not to the specific para-anthrax toxin. 

Investigations carried out with the Novy bacillus 
of malignant oedema yielded results that were 
essentially the same as those obtained with the para- 
anthrax bacillus. The active products could be 
obtained from the cystein-peptone bouillon culture. 
The macerated bacteria had no action. The filtrate 
had the same action as the whole culture. 

In investigations with the anthrax bacillus (bacil- 
lus chauvoei), a cystein-peptone bouillon culture 
used at the highest point of toxicity produced, as did 
also filtrates of this culture, a tetanic effect. The 
production of this effect continued until the tenth 
day of the culture. The culture then rapidly became 
ineffective. The influence was exerted by way of 
the nervous elements. 

When tetanus cultures were used, the intensive 
action of the cystein-peptone bouillon culture (paral- 
ysis) was present only during the first few days 
and then vanished, a fact proving that the cause 
of the paralysis was not the true toxin, since the 
latter did not reach its greatest activ’ ’y until after 
ten days, at a time when the peptone cultures were 
almost inactive. 

Spoerri discusses the action of methylamin, indol, 
and diamine. 

The investigation of aérobic bacteria by the same 
method yielded the following results: 
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The one-day-old and three-day-old cystein-pep- 
tone bouillon cultures and the one-day-old cystein- 
glucose bouillon culture (paratyphus Gaertner) 
produced paralysis. In the case of the first, the 
reaction occurred on the addition of as little as 0.5 
c.cm., and in the case of the last, on the addition of 
5c.cm. It is therefore apparent that in these experi- 
ments also the degree of the paralyzing action 
paralleled the peptone content of the bouillon and 
was not dependent on the quantity of toxin. 

Investigations with fowl cholera showed results 
that differed only slightly from those obtained with 
sterile bouillon. On the ninth day, the cystein- 
peptone bouillon culture in an amount as small as 
2 c.cm. was capable of causing a marked paralysis 
of the intestine. Up to that time a stimulation was 
manifested. In these experiments also the depend- 
ence of the amount of toxic substances upon the 
peptone content was apparent. 

The findings may be thus summarized: When 
sterile bouillon was used, the course of the curves 
was always the same whether the bouillon con- 
tained cystein plus peptone or glucose or only 
peptone. In the end-effect there was a very slight 
increase in the contraction level, whereas tonus and 
frequency remained at their initial levels. This 
effect was brought about through substances con 
tained in the unmodified meat extract. The age of 
the bouillon was without special influence on the 
result. As the bouillon effect was always eclipsed by 
the effect of the added drug, an injury to the muscle 
cells could be ruled out with certainty. When 
grown cultures were added, this picture changed 
completely. Under these circumstances an impor- 
tant part was played not only by the age of the 
cultures but also by the special additions to the 
bouillon. Moreover, there appeared certain differ 
ences in mode of action from bacterium to bacterium 
in respect to the direction and the degree of the 
change, but especially in respect to the minimal 
dose by which the typical reactions were elicited. 
One clear fact demonstrated was that, with all 
bacterial additions, the cystein-peptone cultures 
showed the most intense action, in comparison, for 
example, with the cystein-glucose culture. In the 
case of the cystein-peptone culture the most inten- 
sive action consisted chiefly of a general paralysis 
which appeared either on the first day (Novy, 
tetanus, and Gaertner bacilli) and disappeared soon 
(sixth day), or appeared only with older cultures 
(sixth to ninth day) (para-anthrax, fowl cholera 
bacilli). An exception was found only in the case 
of the anthrax bacillus, by which the amplitude and 
frequence of the contractions were diminished and 
the tonus was increased (tetanus), a picture which 
was produced only by twenty-day-old para-anthrax 
cultures. On the addition of small quantities of 
culture there were bivalent actions, an increase of 
the contraction amplitude, sometimes also an in 
crease of tonus (fowl cholera, Gaertner, and Novy 
bacilli) either with old cultures (twentieth day in 
the case of the para-anthrax bacillus and the anthrax 
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bacillus, fifteenth day in the case of tetanus bacillus, 
and sixth day in the case of the Gaertner bacillus) 
or very young cultures (fowl cholera bacilli up to 
the third day). 

A difference between the action of anaérobic and 
aérobic bacilli as regards the production of minimal 
active doses was not apparent. The cystein-glucose 
culture, which contained only one-tenth as much 
peptone as the cystein-peptone culture, produced 
chiefly an increase although it furnished excellent 
conditions for growth of the bacilli. However, 
there was a lack of the peptone necessary for the 
elaboration of toxic substances. The author is 
inclined to ascribe the action of his cultures entirely 
to the production of lower decomposition products 
of protein. He calls attention to the opposite be- 
havior of the early formation of toxic substances in 
the culture in contrast to the slow formation of the 
specific toxins. He states that for the elaboration 
of the active toxins in the cultures oxygen is not 
necessary; it determines only whether the means is 
given to a living creature to break down protein 
bodies in this or in that way. The ways are numer- 
ous (decarboxylation, splitting off of amino-acids 
with simultaneous reduction, reduction and de- 
aminization, hydrolytic de-aminization, alcoholic 
fermentation). Of the products arising therefrom, 
which are numerous and varied, the amines, methyl- 
amine, dimethylamine, trimethylamine, and diethyl- 
amine, are of the greatest physiological importance 
next to histamine. The pharmacological action of 
the primary, secondary, and tertiary amines con- 
sists mainly of a central action, narcosis and paral- 
ysis. The higher amines possess a sympathicomi- 
metic action similar to that of adrenalin. In general 
it may be said of the action of products of protein 
decomposition that excitation appears after small 
doses and paralysis after large doses (Weichardt). 
The bivalence of the actions was shown also in 
Spoerri’s investigations. Excitation was mani- 
fested on the addition of a culture with slight 
activity (fresh and very old cultures), and paralysis 
on the addition of a culture with marked activity. 

From the investigations with filtrate and macerate 
it appears that the active substances are not present 
in the bodies of the bacteria but are to be found in 
the filtrate. The stimulating effect is produced, not 
by a direct action on the muscle cells, but by an 
indirect action on these cells produced through the 
nervous elements. Whether the paralyzing action 
of the larger doses likewise depends upon a nervous 
action has not been determined, but the possibility 
of injury to the muscle cells must be considered. 

(LoeHR). FLORENCE ANNAN CARPENTER. 


DUCTLESS GLANDS 


Rossi, C.: Experimental Studies on Surgery of the 
Parathyroids (Ricerche sperimentali sulla chirurgia 
delle paratiroidi). Arch. ital. di chir., 1934, 38: 251. 


Mandl was the first to remove an adenoma of the 
parathyroids in a case of Recklinghausen’s disease 
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with brilliant results. He concluded that hyper- 
trophy of the parathyroids is the cause of Reckling 
hausen’s disease; that the parathyroids are the chiet 
regulators of the distribution of calcium and possibly 
also of phosphorus; and that hyperfunction of these 
glands causes decalcification of the bones with an 
increase in the calcium in the blood and increased 
elimination of calcium in the urine. This theory led 
to the performance of parathyroidectomy in num 
erous diseases in which there is metastatic ¢alcifica 
tion or increased density of the connective tissue due 
presumably to hyperfunction of the parathyroids. 
Among these are rhizomelic spondylosis, chronic 
ankylosing rheumatism, sclerodermia, keloid, meta 
static calcification of the kidneys, and contraction 
of the palmar aponeurosis. 

While the results have been good in some of these 
other conditions, they have not been comparable to 
the results in Recklinghausen’s disease. Moreover, 
facts seemingly contradictory to Mandl’s theory 
have been recognized. There are cases of Reckling 
hausen’s disease without hypertrophy of the para 
thyroids and cases of hypertrophy of the parathy 
roids without bone lesions or hypercalcemia. It has 
been found also that results similar to those of para 
thyroidectomy can be obtained by simple explor 
atory operation on the neck without removal of the 
parathyroids and even without ligation of the supe- 
rior thyroid artery to cut off their blood supply as 
recommended by Leriche. 

In an effort to explain these facts and study the 
function of the parathyroids the author performed 
a series of nineteen experiments on rabbits and dogs 
In some of them he bruised and injured the thyroid 
and parathyroids without removing them and with 
out injuring the vessels and nerves, and in others he 
crushed or sectioned the nerves supplying the para 
thyroids. He found that simple operative trauma 
and resection of the vagosympathetic trunk in the 
neck did not cause any changes in the structure or 
function of the parathyroids, but that periarterial 
sympathectomy of the superior thyroid artery or 
removal of the superior cervical ganglion was fol 
lowed by a temporary decrease in the calcium con 
tent of the blood due probably to a decrease of para 
thyroid function. Auprey Goss Morcan, M.D. 


EXPERIMENTAL SURGERY 


Dainelli, M.: Experimental Studies on the Use of 
Tissue Extracts for Hemostasis ( Ricerche 
sperimentali sull’uso di estratti di tessuti a scopo 
emostatico). Arch. ital. di chir., 1934, 13: 980. 


Dainelli first reviews the problem of hemostasis 
particularly in operations on the liver. He states 
that, notwithstanding the fact that much work has 
been done on the subject, there is little agreement 
with regard to the hemostatic agent of choice o1 
the applicability of a given method under other 
than laboratory conditions. Among the most 
promising methods of inducing hemostasis are those 
in which tissue or tissue extracts are applied to the 
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bleeding area. Dainelli cites Giordano as claiming 
that the use of fresh tissues to arrest hemorrhage 
dates back to the time of Della Croce (1509-1575), 
when an animal (rabbit, puppy, fowl, dove, or tur- 
tle), split in half while alive was often applied to 
stop the bleeding after operations such as amputa- 
tions. Among the most promising recent methods 
is plugging of the bleeding area with tampons of 
catgut. Barco improved the results obtained by 
others by soaking the catgut in tissue extracts before 
applying it to the wound. 

Dainelli repeated the work of Barco to determine 
especially the relative importance of the catgut and 
the tissue extract in this technique and the imme- 
diate and remote effects of the method. He em- 
ployed No. o or No. 1 catgut which he soaked in the 
refrigerator for from twenty-four to forty-eight 
hours in extracts made from the pectoral muscles 
or lungs or in the blood serum of pigeons. After 
making a tangential resection measuring about 3 by 
1 cm. in the liver of a dog under local anesthesia he 
laid strips of the prepared catgut over the bleeding 
wound. Neither suture nor pressure was used to 
stop the hemorrhage. The bleeding was watched 
until it stopped. The liver was then exteriorized 
and the abdominal wall sutured. Histological 


studies were made immediately, one minute, five 
minutes, ten minutes, thirty minutes, six hours, 
twelve hours, twenty-four hours, and five days 
after cessation of the hemorrhage. The histological 
findings are reported in detail and the gross findings 
are presented in five tables. 

From this study Dainelli draws the following 


conclusions: 

1. Hemostasis can be obtained with catgut 
soaked in extracts of tissues having a known hemo- 
static power (muscle, lung) When such catgut is 
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applied to a bleeding area haemostasis results as 
rapidly (in an average of one to two minutes) and 
as certainly as after the use of other hemostatics. 

2. The hemostatic power of lung extract and 
muscle extract is about the same and much greater 
than that of catgut soaked in blood serum or blood 
clot. 

3. Plain catgut has a hemostatic action, but it is 
less than that of catgut soaked in the extracts 
mentioned. 

4. The described extracts act favorably on the 
mechanism of hemostasis by producing, on the one 
hand, a precipitation of fibrin in the extravasated 
blood collecting on the fibers of the catgut, thereby 
causing agglutination of platelets around them as 
well as in the bleeding vessels nearby and, on the 
other hand, producing intravascular coagulation. 

5. In the application of catgut soaked in the 
extracts mentioned suture takes no part in the 
process of hemostasis. In the experiments in which 
suture was done it was shown to have a purely 
mechanical action in keeping the catgut from being 
washed off the bleeding area. 

6. The reduction of the speed of the blood current 
cannot be excluded from the phenomena of hamos- 
tasis. It is dependent upon the application of the 
strands of catgut. The slowing up of the blood 
favors, but does not determine, the various stages 
of hemostasis. 

7. Catgut soaked in tissue extracts exerts: (a) a 
mechanical effect due to compression, and (b) a 
biological effect due principally to the extract used 
to which is added the effect of the changes produced 
in the intima of the cut hepatic vessels. The physi- 
cochemicobiological factors are of most importance 
in the production of haemostasis. 

EuGeNE T. Leppy, M.D 
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